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PAPILLOMA OF THE TONSIL. 
BY MACLEOD YEARSLEY, F.R.C.S., LONDON, ENG. 


Assistant Surgeon to the Royal Ear Hospital; Surgeon in Charge of the Department for 
Diseases of the Throat, Nose and Ear, the Farringdon General Dispensary, London. 


At recent meetings of the Laryngological Society of London, 
there have been shown several specimens of benign growths of the 
tonsil, mostly under the designation of ‘‘papilloma.’’ The first two 
cases shown (see table, Cases 7 and 8) were productive of 
discussion, and Sir Felix Semon remarked that he had hitherto shared 
in the general belief that benign growths of the tonsil were practi- 
cally non-existent. Having, myself, seen at least two cases of such 
benign growth, neither of which were true papillomata, I have col- 
lected as many instances as I could meet with, with a view to ascer- 
taining the comparative frequency of such growths. The conclusions 
to which one is led are as follows: (1) Thattrue papilloma of the 
tonsil is uncommon; (2) that other benign growths are comparatively 
frequent; (3) that the latter are often of inflammatory origin and 
connected with enlarged tonsils. ; 

In the accompanying table will be found references to thirty-four 
cases. Of these twenty-one were examined, eight were not examined 
microscopically, and of the remainder (five) I can find no record of 
such an examination. Of those histologically examined four proved 
to be true papillomata (Nos. 7, 8, 9 and 12, Fig. 1); the remainder 
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were lymphadenomata, or fibromata (with slight variations in struct- 
ure). Judging by comparison, with the naked eye appearances and 
history of these, of those not examined microscopically, one only is a 
true papilloma, the remainder coming under the somewhat loose 
term, ‘‘polypi.’’ Although Case 32 was. described by Syme .as a 
‘fibrous tumor,’’ it does not appear to have been histologically ex- 
amined, and is, therefore, aot included with those whose pathology is 
proven. Case 33 had the naked-eye appearance of a papilloma, but 
had not been investigated at the time this paper was written. 

Lejars (Cases 19 and 20) has written of these ‘‘tonsillar polypi,’’ 
arid described two cases of his own, together with several other cases 


Fic. 1.—True Papilloma of the Tonsil. Fic. 3.—Angio-fibroma of Tonsil. 


recorded elsewhere. Excluding the rare polypoidal forms of cancer, 
he divides these polypi into (1) lympho-angiomatous (Case 20), and 
(2) fibro-angimatous (Case 19). Inthe former the surface presents a 
stratified pavement epithelium, and often immediately beneath this is 
a fine recticulum analagous to that of a lymphatic gland. The chief 
. mass of the tumor is made up of lymphoid cells. Irregular cavities 
occur, containing a granular contents, in which red and white blood 
cells can be distinguished. These polypi, Lejars suggests, arise 
much in the same way as do polypi in the solitary glands of the large 
intestine, in consequence of obstinate diarrhea. The fibro-angio- 
matous variety also presents a stratified epithelium, and beneath this 
a series of papillz, often infiltrated with round cells. The stroma is 
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formed of bundles of fibrous tissue, strewn with many round cells. 
Cavities may be present at times so numerous that the tissue presents 
a real cavernous structure. Some of these cavities contain blood, 
others a granular detritus, with blood cells. Myxomatous degenera- 
tion may occur in places. Lejars points out that the nasal and 
pharyngeal mucous membrane is pre-eminently the region for polypi— 
mucus in the nasal fosse, fibro-myxomatous about the posterior 
nares and angiomatous in the buccal portion of the pharynx and in 
the region of the tonsil. 

Although Lejars thus divides these growths into two classes, their 
structure is practically the same, namely, a stroma of lymphoid tissue 
with a varying amount of fibrous tissue, covered on the outside by 
several layers of epithelium. This structure corresponds with that of 
an hypertrophied tonsil, and the polypi are nothing more than por- 
tions of hypertrophy, which have grown beyond the general surface 
of the gland. 

Probably these little growths are very much more common than at 
first sight appears, and if those who frequently perform tonsillotomy 
will examine all the tonsils they remove they will be surprised at the 
comparative frequency with which tiny polypi, growing from the 
follicles, can be found. Mr. Wagget remarked to me in a letter: ‘I 
have seen quite twenty such growths growing from the tonsillar 
crypts.”’ 

There is in the Museum of the Royal College of Surgeons a large 
tonsil, presented by Sir William Fergusson in 1865 (see table, 
Case1). At first glance this gives one the impression of a large, 
coarse papilloma, but on closer inspection. it will be at once seen that 
the papillz are merely portions of the tonsillar tissue, divided by the 
bands which pass between and separate the follicles; they are, in 
other words, merely upgrowths of the follicle floors. Under the 
microscope they would probably show the structure described above. 
The specimen next to it (Case 2, Fig. 2), on the other hand, is that 
of an ordinary hypertrophied tonsil, which has springing from its sur- 
face a delicate fimbriated papilloma, attached by a thin pedicle 
about a quarter of an inch long and half an inch broad. This is 
probably a true papilloma. The two specimens, side by side, form 
an excellent example of the different growths. The cases described 
by Roberts (Case 6), Machell (Case 5) and one kindly communi-- 
cated to me by Mr. Waggett (Case 34) are similar to the Fergusson 
specimen, and these growths might well be called by the term 
‘*pseudo-papilloma.’’ 


Further, the ‘‘polypus’’ always grows from one of two places—the 
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supra-tonsillar fossa, or the floor of a follicle. The true papilloma 
grows from the surface of the tonsil, just as such growths occur on 
the soft palate or uvula. Figs. 5 (from Case 18—See author’s case, 
Medical Press and Circular, March 3, 1897—a tonsil given me by my 
colleague, Mr. Richard Lake), 6 and 7 show this origin from a folli- 
cle very well. Fig. 8 (Case 14, from a sketch by my colleague, Dr. 
Jobson Horne) is an instance of origin from the supra-tonsillar fossa. 
In hypertrophied tonsils the floors of the follicles are convex, and it is 
easy to see how one of these floors may, growing in the direction of 
least resistance, shoot beyond the follicle and become a small poly- 


Fic. 2.—Hypertrophied tonsil with 
fimbriated papilloma. 


Fic. 8.—Showing origin of growth from Fic. 4.—Adenoid tissue covered with 
Supra-tonsillar fossa. stratified epithelium. 


poid excrescence. Its structure will naturally be that of the hyper- 
trophied tonsil itself. 

In a paper recently read by Wright, of Brooklyn, on papillary 
cdematous polypi, (ew York Medical Journal, November 13, 1897) 
he remarks ‘‘the tendency to papillary formations is seen not only in 
the epithelium covering fibrous tissue, but, as I have lately had occa- 
sion to observe, the lymphoid tissue of the faucial tonsil is occasion- 
ally thrown into the digitations covered by proliferated squamous 
epithelium, which gives to the surface a papillary vegetating appear- 
ance.’’ Whether the tonsil shall assume a pseudo-papillomatous 
appearance, as in Cases I and 34, or be the seat of a single polypoid 
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growth, as in Cases 15, 18 and 17 (Figs. 5, 6 and 7) is, I take it, 
merely a question of irritation. In Case 34 the pedunculated mass 
distinctly originated from follicles. 

The following are the histories of Cases 15, 16 and 17, and they 
may be taken as the general type of the history in such little polypi: 

Case 15 (Fig. 7)—Female, xt. forty-five, had recently recovered 
from an attack of follicular tonsillitis. For four weeks she had 
noticed a small polypoid growth, a little larger than a grape stone, 
at the upper part of the left tonsil. It caused no symptom beyond a 
frequent desire to swallow. On examination, it was found to grow 
from the floor of a follicle, and a probe could be passed into the folli- 


cle all around its base. It was removed under cocaine and did not 
recur. 


Fic. 5. 


Showing origin of Papilloma from the follicle of the Tonsil. 


Case 16—Female, zt. thirty-one. The subject of chronic hypertro- 
phy of the tonsils. Has had frequent attacks of quinsy. Both tonsils 
were removed under gas. On examining them a tiny polypus about 
the size of a hemp seed was found growing from the floor of a folli- 
cle in the left tonsil. 

Case 17 (Fig. 6)—Female, xt. sixteen. The subject of chronic 
hypertrophied tonsils and post-nasal adenoids. Has had several at- 
tacks of quinsy. On excising the right tonsil a small polypus was 
found growing from the floor of one of the upper follicles. 

In conclusion I offer my thanks to Drs. Horne and Hill and to 
Messrs. Lake, Maggett and Wingrave for allowing me to use sketches 
or specimens, and to Dr. John Fallows for photographing Figs. 
1, 3 and 4. 

33 Weymouth street, London, W. 
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FIBROMA OF THE NASO-PHARYNX, WITH REPORT 
OF CASE. 


BY L. G. WOODSON, M.D., BIRMINGHAM, ALA. 


The chief object of this paper is to present some practical 
conclusions, gained by personal experience, in the treatment of 
fibroma of the naso-pharynx. The disease is exceedingly rare and 
is confined almost exclusively to males from fifteen to twenty-five 
years of age. The primary seat of origin is from the periosteum 
covering the basilar process of the occipital bone. These tumors 
grow somewhat slowly, and, when allowed to pursue their natural 
course, attain enormous size, completely filling the naso-pharynx, 
encroaching on the soft palate and sending prolongations into the 
nasal cavities and accessory sinuses, causing great facial deformity 
and seriously impairing the general health by reason of the grave 
complications to which they give rise. There does not seem to be 
any special exciting cause to account for the development of these 
growths. The influence of age and sex is marked. The disposition 
to the disease rarely commences before puberty and ceases by the 
twenty-sixth year, reaching its maximum between fifteen and twenty. 
Of the fifty-eight cases collected by Dr. Lincoln, of New York, all 
occurred in males under twenty-five. As regards sex, Nélaton says 
he ‘‘does not know of a single authentic example of true naso-pharyn- 
geal fibroma becoming developed in a female of any age, or ina 
male over thirty-five.’’ 

The prognosis by old methods of treatment was decidedly unfavor- 
able. This was no doubt due to the enormous size attained by these 
growths before their presence was known, or even suspected, and to 
the serious preliminary operations practiced for gaining access to the 
naso-pharynx for their removal. By means of the rhinoscopic mirror, 
the naso-pharynx can now be thoroughly examined and these neoplasms 
detected in the early stage of their development. With the methods 
now in vogue, their removal can be accomplished with ease and 
facility through the natural passages, by the simpler surgical pro- 
cedures, which are absolutely safe and comparatively easy of execu- 
tion. In a series of twenty-nine cases, collected by Dr. Lincoln, in 
twenty-one of which a preliminary operation was performed, three 
patients died on the table, and a fourth within a few hours after the 
operation, and, in a fifth case, hemorrhage was so severe as to 
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seriously endanger the life of the patient. Of the eight cases oper- 
ated on through the natural passages by the simpler methods, re- 
covery followed in every instance. With these statistics before us, 
it is not surprising that the radical surgical procedures practiced 
until comparatively recent times have been abandoned in favor of the 
new and safer methods of our day, rendering the prognosis much 
more favorable. Whenever the tumor attains sufficient size to give 
rise to distressing symptoms and to impair the general health, sur- 
gical interference is imperatively demanded. 

The question as to the best method by which to remove these 
growths is often a difficult one to determine. At present there are 
four: first, electrolysis; second, injections of escharotics; third, gal- 
vano-cautery loop; fourth, the cold-wire écraseur. With electroly- 
sis I have had no experience. In the hands of some operators, it 
seems to have given brilliant results; in others, it has proven a com- 
plete failure. From the conflicting reports as to its value, we must 
admit that it is by no means certain in its action. The comparative 
merits of the remaining measures will be considered in the following 
report of case: 

G. M., aged eighteen, consulted me in April, 1894, with the fol- 
lowing history: For two years he had suffered more or less from a 
thick, tenacious, muco-purulent discharge from the nose, which he 
attributed to catarrh, and for which he had been treated without 
benefit. He had also been troubled with stenosis of the nasal cav- 
ities, which had gradually increased until complete obstruction re- 
sulted. There had also been repeated attacks of epistaxis, the 
hemorrhages frequently lasting for several hours, which had reduced 
the patient to a dangerously anemic condition. For six months be- 
fore consulting me he had been troubled with a very annoying cough 
with distressing dyspnea. The sensé of smell was completely 
abolished, and deglutition was performed with considerable difficulty. 
The general appearance of the patient indicated extreme debility. 
On examination of the throat, a large tumor was seen, completely 
filling the naso-pharynx and pressing the soft palate downward and 
forward, and projecting for a half-inch or more into the oro-pharynx, 
The growth was smooth, round and of a decided reddish color, 
covered with a thick purulent secretion. After removing the secre- 
tion, a large number of blood vessels could be seen coursing over its 
surface. Digiial examination showed the tumor to be hard, dense 
and very slightly movable. It was attached by a broad base to the 
upper part of the vault of the pharynx. After removing a large 
quantity of thick muco-purulent secretion from the nasal cavities, and 
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exsanguinating the mucous membrane with a solution of cocaine, by 
means of anterior rhinoscopy, the tumor could be distinctly seen 
blocking the posterior nares. Recognizing the nature of the growth, 
I decided to remove it with the galvano-cautery loop, which was 
operated through the mouth. After drawing the loop closely around 
its base, the tumor was slowly burned through, and was followed by 
the most profuse and persistent hemorrhage, which came near prov- 
ing fatal before it could be arrested. The prostration which resulted 
from the great loss of blood necessitated the patient’s confinement 
in bed for about ten days. After removal, the tumor was measured 
and found to be 2% inches in length by 134 inches in breadth at its 
base. Its posterior surface was rough and slightly ulcerated, and I 
have no doubt that these small ulcerations had been the source of the 
hemorrhages, which had been such a serious complicating feature of 
the disease. The symptoms having disappeared, and the patient’s 
general health being greatly improved, he was permitted to return 
home about two weeks after the operation. I did not see him again 
until the 20th of June, 1895, when he again presented himself for 
treatment. He said, after he returned home his condition continued 
to improve for a period of six or eight months, at the end of which 
time there was a gradual return of all symptoms given in his first 
history. Examination revealed the fact that the tumor had recurred, 
and not only was as large as when removed the previous year, but 
was complicated by a prolongation, which completely filled the pos- 
terior part of the left nasal cavity, which had produced great facial 
‘deformity. On account of the urgency of the symptoms, an imme- 
diate operation for his relief was decided upon. In order to prevent 
hemorrhage, which came so near proving fatal in the first operation, 
I determined to use the cold-wire écraseur. At the suggestion of Dr. 
Bosworth, of New York, I had an instrument made on the order of 
the Jarvis snare, though much larger and stronger than the one in 
general use. Number five piano wire was used and the operation 
done through the right nostril. Owing to the large size of the tumor 
and the rigidity of the wire, I found it impossible to pass the loop 
through the nose. In order to overcome this difficulty, I made use 
of Bellocq’s sound, armed with a strong cord, which was passed into 
the larynx through the right nasal cavity and one end of the string 
was drawn out of the mouth and tied tightly to the ends of the wire 
loop, which was protected with a small piece of sponge. By draw- 
ing on the nasal end of the cord, the wire was carried through the 
nose, and the loop, guided by forceps, was made to encircle the base 
of the growth. The wire was then threaded through the écraseur 


| 
j 
= 
4 
4 


WOODSON: FIBROMA OF THE NASO-PHARYNX. 89 


and the loop gradually tightened by giving a turn to the screw every 
five minutes. The time consumed in the separation of the neoplasm 
was five and one-half hours. There were only a few drops of 
blood lost during the operation, and I did not find it necessary to use 
cocaine at any stage of the process except for placing the wire in 
position, the pain being so insignificant as to produce little or no dis- 
comfort. A few days later I made several unsuccessful attempts to 
remove with the snare the nasal portion of the tumor, but, on ac- 
count of adhesions to adjacent parts, I was unable to engage the 
growth, each attempt being followed by more or less hemorrhage. I 
finally resorted to injections of chromic acid, repeated every week, 
eight or ten being required to destroy it. The growth recurred for 
the third time, and an operation for its removal was repeated in May, 
1896. The cold-wire snare was used. There was no recurrence of 
the nasal portion of the tumor. This operation, like the preceding 
one, was unattended by pain or hemorrhage. I did not see the pa- 
tient again until October, 1897, when examination showed that the 
growth had again recurred. The patient’s general health at this time 
was fairly good, and as the tumor had not reached sufficient size to 
materially interfere with respiration, and believing that the patient 
had reached the age when arrest of development usually takes place, 
I advised against operation, especially as he thought the growth was 
decidedly smaller than it was several months before. I saw the pa- 
tient again on the 26th day of December, and found that the tumor 
was rapidly undergoing spontaneous absorption, and I am confident 
that in a short time every evidence of the disease will have disap- 
peared. 

From the history of this case I have been able to deduce the fol- 
lowing conclusions: 

First—There are few, if any, cases of naso-pharyngeal fibromata 
that cannot be successfully extirpated or destroyed by modern meas- 
ures without endangering the life of the patient. 

Second—The mode of operation has little or no influence in pre- 
venting recurrence. 

Third—Treatment should only be resorted to when demanded for 
the relief of urgent symptoms, because the tendency to recurrence is 
marked during the period of active development; after adolescence 
there is not only arrest of development, but frequently spontaneous 
absorption takes place, when total extirpation of the growth is rarely 
followed by recurrence. 

Fourth—The great danger to be feared from operation is hemor- 
rhage. 


1 
| 
2 
a 


ABSCESSES IN THE NECK CONSEQUENT ON DISEASES 
OF THE EAR. 


BY PROFESSOR GHERARDO FERRERI. 


Lecturer on Otology and Laryngology in the University of Rome, Italy. 
TRANSLATED BY 


VINCENT GOMEZ, M.D., NEW YORK, 


Ophthalmic Surgeon Almshouse, Workhouse and Incurable Hospitals; Assistant Sur- 
geon New York Eye and Ear Infirmary, Etc., Etc., 
AND 


PASQUALE BRIGANTI, M.D., NEW YORK. 

Since Prof. De Rossi communicated to the Academy of Rome his 
original work dealing with the intracranial path taken by the pus in 
cases of caries of the temporal bone with formation of abscesses in 
the neck, many other observers have written upon abscess forma- 
tions in the neck in cases of acute and chronic ear disease. Broco, 
De Quirvain and Hamon Du Facquray, in recent writings upon the 
subject, fail to make mention of the works of the Roman clinitious 
to whom priority must be given in the subject of which we are treat- 
ing. While the French authors who we have mentioned do not tell 


us anything new as to the pathogenesis of the disease, which would’ 
explain the appearance of those abscesses which form in the lateral’ 


region of the neck, De Rossi, however, even before Bezold had 
described that form of mastoiditis known by his name, described the 
path taken by the pus in cases of purulent collections in the tympanic 
cavity, mastoid antrum, and the mastoid cells proper, accompanied 
with the formation of abscesses outside of the region of the ear. 
De Rossi, while investigating the reasons why the purulent collection 
in the mastoid tended to borough in a certain direction, brought 
forward the fact that the pus on making its exit does not always take 
the path of least resistance. In fact, the pus in empyema of the 
tympanic cavity and mastoid process, rarely finds its way into the 
middle cerebral fossa through the superior wall which is formed by 
the tegmen tympani, which is, as all know, the thinnest part of the 
bony structure of the ear. 

The most common paths taken by the pus coming from the tym- 
panic cavity and the mastoid antrum are: through the posterior canal 
wall, through the external wall of the mastoid, through the superior 
wall of the mastoid which is continuous with the tegmen tympani, 
and through the posterior wall of the mastoid which lodges the 
sigmoid groove in which is found the transverse sinus. Notwith- 
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standing the thickness of the places above enumerated, nevertheless 
it is through these regions where ruptures are mostly found. In- 
deed, in a number of sections made by De Rossi it was shown that 
the pus in many cases took the path of most resistance, that is, it 
traversed through the thickest part of the bony wall, although some 
parts of the bony wall were thin and even cribiform. 

In the majority of cases of chronic purulent processes of the attic 
and antrum the external mastoid wall is affected with a condensing 
osteitis, which renders the bony wall quite thick and compact. This 
thickness sometimes reaches to 2 or 3 cm. Notwithstanding, De 


. Rossi has observed cases in which the pus has made its way through 


such a thickened wall, instead of going through the internal, which 
was less than 1 mm. in thickness, or through the superior wall which 
contains numerous natural cribiform openings belonging to the teg- 
men. The openings just mentioned afforded free communication 
between the cranial cavity, the mastoid antrum and tympanic cavity, 
thus giving easy access, by continuity of structure, between the 
mucosa of the middle ear and the dura. 

Therefore, as De Rossi has sustained, abscesses found some dis- 
tance away from the purulent focus, must not be looked upon as 
coming from the least resistant part of the mastoid pyramid, but 
they must rather be looked upon as being propagated through the 
agency of pyogenic micro6rganisms which travel through the con- 
nective tissue, lymphatic and venous systems, and possibly through 
the nervous structures. In fact, it would be impossible to explain 
the formation of large abscesses near the external wall of the mas- 
toid affected with condensing osteitis without taking into consideration 
the strip of connective tissue which traverses the petra-squamous 
suture and through which the infective microdrganisms find their 
way out. 

While we as yet have but an insufficient knowledge of the lym- 
phatic system of the ear, it is difficult to explain the influence which 
this system has in the transmission of microGrganisms in abscesses 
formed at a distance. On the other hand, every one knows of the 
intimate relations existing between the venous system of the tem- 
poral bone and the lateral sinus, the external veins and the venous 
network of the adjacent bones. According to De Rossi the pyo- 
genic germs are propagated more readily through the bony wall of 
the mastoid, although the latter offers but very little resistance. One 
may, therefore, thus explain the pathogenesis, not only of the ab- 
scesses found around the external surface of the mastoid, but also 
those invading the cranial cavity between the dura and tegmen, and 
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even those situated in the cerebral substance itself. So too may we 
explain the deep phlegmous found in the posterior and lateral regions 
of the neck which form the subject of this article. . 

Avoledo and Chuicini in describing the intracranial complications 
of purulent processes of the middle ear and especially the encephalic 
abscesses, have described the methods of anatomical research fol- 
lowed in the Roman school. Thus, in the researches reported by 
Avoledo it was shown that the sinuses surrounding the petrous por- 
tion of the temporal bone act as a true lacus around this bone, there- 
by serving to equalibrate the cerebral action, and may be a means of 
infection in cases where there is a septic focus in the middle ear or 
mastoid antrum. Chuicini in speaking of the osseous and vascular 
relations of the temporal bone with the cranial cavity calls attention 
to the rich network of intraosseous veinlets which is present in the 
temporal bone, and which empty directly into the fine sinuses sur- 
rounding it. This fact not only favors the development of osteo 
myelitis of the temporal bone, but constitutes also a great danger of 
infection of the sinuses mentioned, and thus favor the development 
of a remote infection. Again, in chronic infections of the attic and 
of the mastoid antrum, thrombi may form at any point of the vas- 
cular network of the temporal bone, which may be the exciting cause 
of caries of more or less extent. Moreover, the thrombi may ob- 
struct the normal vascular current and thus favor the transportation 
of pyogenic microérganisms to extra aural regions. In fact, our 
anatomical knowledge of the bones of the ear gives us a sufficient 
and clear explanation of the suppurative lesions which are found 
near to or remote from it, provided we exclude the propagation as 
taking place through the bony structure. It is only in this way that 
one can explain the existence of those cerebral abscesses which are 
separated by a large zone of healthy tissue from the primary otic 
morbid focus, as well as the carious processes of the occipital bone 
of the facial bones and of the neck. 

The anatomical facts which have been mentioned and which the 
Roman school has made use of to explain the formation of neck ab- 
scesses consequent on and concomitant with otic processes, shows 
us that we must recognize and take into consideration the venous 
network of the base of the cranium and especially of the petrous 
process in connection with the large trunks of the neck, rather than 
the resistance of the bony structures. If in explaining the formation 
of intra-cranial abscesses and those surrounding the temporal bone, 
we bestow our attention only to the more or less marked resistance 
or compactness of the bony apparatus, or to the purulent collection 
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in children, whose auricular structure presents more openings than in 
the adult, then abscesses of the neck as well as the intra-cranial ones 
ought to occur at least with the same frequency. As we have ob- 
served in our clinic, this frequency does not occur. Moreover, it 
will be remembered that in infancy abscesses do not occur with more 
frequency, because of the natural drainage existing between the lim- 
iting portion of the temporo-auricular regions, while in adults, due 
to the conformation of the bony structures, the free drainage of the 
pus coming from the ear cannot be the same. Therefore, based upon 
the anatomical facts brought to light by the Roman school, one can 
not but believe that these facts are the true explanation of the way 
which the pus takes coming from the ear in the formation of remote 
abscesses. 

Before mentioning the paths taken by the pus proceeding from the 
temporal bone to the lateral and posterior aspects of the neck, to 
more or less profundity and sometimes infiltrating the base of the 
cranium, it may not be out of place to mention the principle and 
more common classification of those abscesses of otic origin. 

Hamon Fougeray divides abscesses of the neck into two classes. — 
In the first class he mentions those abscesses originating directly from 
a middle-ear suppuration, or from inflammation of the tympanic 
cavity and of.the mastoid and propagated to the neck through the 
lymphatics. In a second class he comprises the indirect abscesses 
produced by the pus breaking through the mastoid apophysis, or by 
way of the venous current. 

Broca divides these abscesses into three classes. First, abscesses 
having an indirect connection with an otic focus. Second, abscesses 
formed through a purulent collection in the jugular vein. Third, 
abscesses of ganglionic origin. He believes that septic thrombosis 
of the jugular vein is responsible for the production of these abscesses 
in a great many instances. 

Quervaise considers that purulent retentions in the tympanic cavity 
or in the mastoid cells are the principal exciting causes of those ab- 
scesses, which he divides according to their course and symptoms. 

1. Sub-mastoid abscesses; those not going beyond the insertion 
of the sterno-cleido-mastoid muscle. 

2. Lateral abscesses; those which develop between the sterno- 
cleido-mastoid and the anterior border of the trapezins. 

3. Retro and sub-maxillary and retro-pharyngeal abscesses. 

4. Abscesses of the uncha and of the back. 

The abscesses of the neck due to ear inflammation, according to 
the Roman classification, are divided as follows: 
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1. Superficial, when they infiltrate the subcutaneous connective 
tissue. 

2. Interstitial, when they infiltrate the intermuscular spaces. 

3. Very deep, or para-scheletrici. 

But in many cases superficial abscesses are nothing but the mani- 
festation of deeper lesions. Sometimes abscesses of the ear break 
through the bone and periostium and invade the subcutaneous con- 
nective tissue. Again, in children, caries of the walls of the external 
auditory canal may give rise to abscesses which, breaking through 
the fissure of Santorini, invade the parotid region, thus simulating an 
infiltration or a tumor of that gland. 

In adults, acute purulent processes of the middle ear, as well as 
acute exacerbation of chronic processes, may produce lymphangitis, 
thrombo-embolic phlebitis, and thus give rise to the formation of a 
superficial abscess of the neck, by following the vascular system from 
the tympanic cavity to the external vascular network, especially 
through squamo-mastoid fissure. These are the cases in which the 
so-called total demolition of the mastoid is not a rational method of 
treatment, as the bone and periosteum are absolutely healthy, and a 
cure can be obtained by the performance of a Wilde’s incision alone. 

The interstitial and para-scheletric abscesses may communicate 
with the purulent collection in the ear, through the squamo-mastoid 
or the occipito-mastoid sutures, or through the Glaserian fissure 
(Bezold’s form). Moreover, as De Rossi has demonstrated, the pus 
can make an intra-cranial path by perforating the wall of the sigmoid 
sinus, and then flow through the fascio nerveo osseolore formed by 
the carotid, internal jugular and pneumogastric. Again, according 
to De Rossi, periphlebitis of the mastoid vein (vena emissaria mas- 
toidea) plays an important part in the production of abscesses in the 
posterior region of the neck. This vein has a tortuous and more or 
less extended course in the bony walls, which, being affected with 
caries and invaded by pyogenic colonies, causes inflammatory reac- 
tion in the tissues surrounding it. The walls of the vein are found 
thickened and at times occluded. This condition, which may be 
advantageous to prevent the penetration of pyogenic and septic ele- 
ments into the transverse sinus, favors the diffusion of the suppura- 
tive process into the deeper parts of the neck, especially around the 
occiput and into the muscular interstitial spaces of the uncha. 

Among the many cases of abscesses of the neck, observed in the 
clinic of Rome, I have selected six very important ones. They are 
especially notable on account of the intensity of the phlegmonous 
process in the deeper cervical parts, and because of the course taken by 
the pus in breaking out from the ear and from the accessory cavities. 
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Case I.—Large abscess in the supraclavicular region, following a 
very acute purulent otitis media, without perforation of the tympanic 
membrane. Caries of the mastoid and of the sigmoid groove. Re- 
covery under usual treatment. 

N. N., aged forty-three. Has been suffering with rheumatic 
attacks. No specific diseases. On December 7, 1897, he was at- 
tacked with acute pain in the left ear. The pain extended towards 
the nuclea and forehead, and there was reduction of the hearing 
power. One month later he noticed considerable swelling behind the 
auricle and in the neck, and presented himself at the clinic. 

The swelling occupied the left temporal and cervical regions, the 
skin was reddened and the tissues infiltrated, and pain was marked 
on pressure. Being that the pain persisted and was accompanied by 
elevation of temperature, the mastoid was operated upon. The ex- 
ternal surface of the bone was found compact, but we removed with 
the chisel about one centimetre of bony substance. The mastoid 
cavity was full of pus and covered with granulation tissue. These 
being removed with the spoon pus was noticed coming from the deep 
wall, and the discharge increased by making pressure on the swelling 
at the base of the neck. 

Disinfection, drainage and dressing. The condition of the patient 
improved. 

Several days later a fluctuating tumor, as large as an egg, was 
found in the left supraclavicular region. It was opened, and after 
discharging a large quantity of pus the cavity was disinfected and 
dressed. A communication between the supraclavicular abscess and 
the opening made in the mastoid could be demonstrated. Recovery 
was prompt and uninterrupted. 

Case II.—Deep abscess of the neck following acute purulent otitis 
media. Mastoid periostitis. Operation. Recovery. 

N. N., sixty years of age. No syphilis. No taints of any kind. 
The patient was suddenly seized with pain in the left ear, which 
obliged him to stop his work and go to bed. After a few hours the 
pain subsided, but was followed by a purulent sanguinous discharge 
from the ear. No treatment was employed until the patient noticed 
a swelling in the neck, which was increasing rapidly, which caused 
him to seek advice at the clinic. 

(Edema of the mastoid region, with slight pain on pressure ; tume- 
faction along the sterno-cleido-mastoid muscle; inclination of the 
head toward the affected side; foetid suppuration of the ear; eleva- 
tion of temperature. Boric irrigation and silver nitrate applications 
seemed to do good, but shortly the patient was attacked with a chill 
and fever. The swelling in the neck became phlegmonous, and the 
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pain intensified. An incision was made along the posterior border 
of the sterno-cleido-mastoid, which gave issue to a large collection 
of pus. By inserting the finger down to the bottom of the abscess 
cavity it was possible to feel the transverse processes of the cervical 
vertebre. After procuring free drainage and using antiseptic irriga- 
tion the discharges from the neck and ear were checked, and the 
patient left the clinic perfectly cured. 

Case III. Right otitis: media purulenta. Diffuse dermatitis of 
the external canal. Abscess of the uncha. Injections of Fowler’s 
solution. Recovery. 

N. N., aged thirty-five years. The patient was suddenly seized 
with an acute suppurative process of the right middle ear, which, in 
a few days, extended to the external canal and occluding it. The 
parotid was likewise involved with an intense swelling. After incis- 
ing the canal a great quantity of pus was evacuated, but the wound 
showing no disposition to heal, it was enlarged. Two months later 
the patient noticed a pasty swelling of the mastoid region, which was 
followed by the spontaneous opening of three fistula. The adoption 
of a paliative treatment and the use of moist heat made no impres- 
sion upon the disease. As the swelling was extending to the pos- 
terior aspect of the neck the patient presented himself at the clinic on 
April 2, 1895. 

After gaining access to the mastoid antrum and opening the mas- 
toid cells and having made a counter opening at the lateral and pos- 
terior parts of the neck, the mastoid wound healed slowly. The 
tumefaction in the neck persisted for some time. Then sterilized 
injections of Fowler’s solution were made, employing 4 cc. at each 
sitting at intervals of three days. The injections were made deeply 
into the infiltrated tissues. The patient was cured after using sixty 
injections. 

Case IV.—Deep abscess of the neck following caries of the 
mastoid. 

N. N., aged forty years. No diathesis. In March, 1896, he sud- 
denly experienced violent otalgia, followed by elevation of tempera- 
ture, without any discharge of pus from the canal. After the pain 
ceased the patient noticed some tenderness in the mastoid apophysis, 
which extended to the side of the head. At this time a swelling ap- 
peared behind the auricle, and the patient applied a leech over this 
region. The swelling was incised, following by curettement of the 
mastoid. This operative procedure was not sufficient to put a stop 
to the patient’s pain, and the wound would not heal. During the 
following October a large swelling of the left temporo-mastoid 
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region developed. This swelling extended downwards to the pos- 
terior aspect of the neck and reached as far as the third cervical ver- 
tebra. It was at this time that the patient presented himself at the 
clinic for the first time. 

Right behind the auricle there is an irregular cicatrix, having raised 
borders, and presenting several fistulous openings. By exerting 
pressure on the neck pus is seen to issue from the fistulous openings 
just mentioned. 

On November 18 the following operation was performed: An in- 
cision was made, extending from the second cervical vertebre up- 
wards to the temporo-zygomatic line, and a musculo-cutaneous flap 
was dissected, horseshoe shaped, until the periosteum of the occipital 
was encountered. The flap involved the whole cicatrix. After 
cleansing the wound thoroughly, pus appeared to still come from the 
region of the occipital foramen. All granulation tissue was removed. 
The wound was packed, and we proceeded to open the antrum. 
The antrum contained granulation tissue, which was removed, and 
the cavity was packed with iodoform gauze. The next day the 
dressing was removed and it was noticed that the infiltration of the 
tissue still persisted, and as oozing of pus was taking place from the 
wound it became necessary to make 1,counter opening in the right 
side of the uncha, at the level of the second cervical vertebre. For 
this purpose a director was made use of. The opening was made 
under the entire muscular layer of the uncha. After securing free 
drainage a compressive dressing was applied. After several dress- 
ings, and the wound improving much in appearance, a new swelling 
came on, involving the posterior occipital sulcus in the median line. 
A new counter opening was made and drained. 

Case V.—Left otitis media purulenta. Abscess of neck and 
pharynx. 

N. N., twenty years of age, presented himself at the clinic, com- 
plaining of great pain in and profuse purulent discharge from the left 
ear. As the purulent discharge showed no tendency to diminish 
and was accompanied with slight infiltration in the mastoid region 
and pain radiating over the half of the head, it was thought advis- 
able to open the antrum. The entire external part of the mastoid 
apophysis was opened, the wound disinfected and then sutured. 
Shortly afterward there came an elevation of temperature, persistent 
pain in the neck, together with the appearance of a large swelling in 
its lateral region. These symptoms indicated retention of pus, and 
the wound was therefore reopened,.and a discrete quantity of pus 
was thus evacuated. .On making strong pressure on the swelling in 
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the neck, about half a glassful of pus was seen to issue from the left 
nostril. A counter puncture was made at the level of the spinous 
processes of the third and fourth cervical vertebra, a drainage tube 
applied, and the whole was antiseptically treated. The patient made 
a good recovery. . 
_ Case VI.—Chronic purulent otitis media. Caries of the temporal 
bone, erasion of the floor of the tympanic cavity. Hernia of the 
jugular bulb into the tympanic cavity. Abscess of the neck along 
the sterno-cleido-mastoid. 

N. N. This patient had been treated one year ago in the clinic 
for a swelling of the zygomatic region. On making pressure on this 


swelling, pus would issue from the canal. The canal itself was’ 


occupied by a large vegetation, which was covered with eroded 
epidermis. After opening the mastoid it was seen that the vegeta- 
tion referred to was probably the uncovered sinus which appeared to 
be as large as a large venous trunk, covered externally with epidermis. 

An opening was also made in front of the ear to facilitate the free 
exit of the pus. The patient recovered. Some time afterward, how- 
ever, a fistulous tract appeared in the region of the mastoid cicatrix 
from which pus oozed. At this time the patient was again admitted 
for treatment at the clinic. There was a fistulous tract present in- 
volving the upper part of the cicatrix. The fistulous tract was dis- 
posed in nearly a horizontal direction and extended forward in front 
of the ear. The fundus of the fistula presented to the probe a rough- 
ened, bony surface. 

On otoscopic examination the mucosa ofthe posterior wall of the 
tympanic cavity was seen to be covered with granulations. 

Two weeks later the fistulous sinus was curetted and rendered free 
of all granulations. This procedure gave rise to considerable bieed- 
ing from the sinus and from the ear, necessitating the application of 
a tampon of gauze soaked in hydrogen peroxide. The same night 
the patient complained of great pain in the ear and was restless. Two 
days later the writer noticed an cedma of the left lower lid. A little 
more than a week later a swelling right below the mastoid was ob- 
served. The swelling could be reduced by compressing it, but at 
the same time a free flow of pus would come from the tympanic 
cavity through the external canal. After incising the swelling re- 
ferred to, the opening thus made was packed with gauze soaked in 
oxygenated water. 

The six cases which have been briefly related showed us the sur- 
gical procedures which should be instituted in dealing with super- 
ficial and deep abscesses of the neck which are in direct relation with 
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acute and chronic purulent affections of the ear. We have already 
stated that in some cases of superficial phlegmons of the neck, de- 
pendent upon acute middle-ear inflammation and of the mastoid, and 
also in acute exacerbation of chronic suppurative processes of the 
tympanic cavity which are propagated to the mastoid process, it is 
not necessary to make a free incision into the tissues of the neck, nor 
to evacuate the mastoid, because in such cases the lesion in the tem- 
poral bone is not a carious process. Thus in Case II a cure was ob- 
tained without operating on the bone. Nevertheless, the surgeon 
must take into account all the circumstances of a given case, so as to 
avoid having to open the bone as well as to prevent the necessity of 
having to perform a secondary operation. We should at first only 
practice the opening of the cervical abscess, when the pus is pent up 
in the osseous interstices of the tympanum, the parotd and sub- 
maxillary regions, or the pus proceeding from the antrum gains en- 
trance into the supra, and sub-hyoid regions through the squamo- 
mastoid suture. Moreover, in these cases of superficial cervical 
abscesses of otic origin it is well to make the opening so that the 
incision follows the anterior border of the sterno-cleido-mastoid mus- 
cle. Care should be taken before making the incision, however, to 
exert firm pressure with the finger at the point of greatest swelling 
so as to ascertain if the pus communicates with the external canal or 
if the patient feels the pus coming down into the pharynx through 
the Eustachian tube. In these cases one can be sure that there is a 
large collection of pus in the mastoid, and the adoption of mild sur- 
gical measures would not be advisable. On the other hand, when 
the acute suppurative process of the middle ear and of the pneumatic 
cells has subsided as evidenced by the otoscopic examination as well 
as by percussion of the apophysis, it would be useless to open the 
mastoid after having opened the cervical abscess. 

In dealing with deep abscesses of the jugulo-carotid region, or 
with interstitial abscesses occupying the intermuscular spaces of the 
nucha or para-skeletal abscesses, the point of election for incision 
will be at the posterior border of the sterno-cleido-mastoid muscle. 
The incision should be made at this point because the pus will thus 
be easily evacuated from purulent collection established beneath the 
trapezius or beneath the splenius capitis which is inserted into the 
posterior margin of the mastoid process into the mastoid portion of 
the temporal and into the external two-thirds of the superior curved 
line of the occipital. Again, this same incision will serve to evac- 
uate pus more deeply situated, such as is found beneath the com- 
plexus muscle whose shorter insertion is attached to the posterior 
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border of the mastoid process. It is not always easy, due to the 
enormous amount of swelling present, to find with the probe from 
which part of the mastoid the pus has proceeded to invade the mus- 
cular interstices of the lateral and posterior aspects of the neck. As 
a general rule, after opening the cervical abscess, the antrum and 
mastoid cells should be opened. If the incision made to open the 
abscess has involved the tissues near the mastoid, then it should be 
coalesced with the mastoid incision. On the other hand, if the 
abscess incision has been made some distance lower than the mas- 
tbid process, then it will be advisable to make the mastoid incision 
along the posterior sulcus of the external ear-commencing above the 
insertion of the external ear to the side of the head, and ending at the 
mastoid apex. The incision should be made through the soft tissues 
with one stroke of the knife, reaching to the bone at once. Then 
with the periosteotome the periosteum is lifted until the whole mas- 
toid is fully uncovered. Then the tissues of the cartilaginous meatus 
are loosened without lacerating them. At this point we are now 
ready to open the antrum by means of the chisel and mallet. If all 
the cells are broken down, making one large cavity, the whole cortex 
is demolished by means of De Rossi’s osteotome. The operation 
employed will be governed according to the peculiarities presented 
by each individual case. Generally, however, the operation will be 
limited to the simple opening of the mastoid cavity, or it will be 
followed by the opening of the antrum according to the method of 
Stacke. 

In dealing with deep intramuscular abscesses, and especially with 
the para-skeletal variety, the mere performance of an incision along 


the posterior border of the sterno-cleido-mastoid is not always satis- © 


factory, no matter what its size may be. Often it is necessary to 
make a counter opening in the nucha, deepening the incision through 
the muscular fibres of the trapezius. Owing to the great resistance 
of the muscular layers of the nucha, the common drainage tubes are 
easily compressed ; so it is necessary to employ tubes which are large 
and resistant, or pack the wound with iodoform gauze, as was done 
in Case No. IV. 

Only those who have treated abscesses of the lateral and posterior 
regions of the neck, produced by affections of the ear, can have any 
idea of the great length of time required for the healing process. So 
long as the morbid process of the middle ear persists, and there is 
pus in the mastoid, and the carious portions of the temporal bone 
have not been eliminated, the healing of the wound, made with a 
surgical view, will be extremely difficult. Indeed, it has occurred 
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many times in our clinic that, while the treatment was so far ad- 
vanced as to warrant the discharge of the patient as recovered, other 
incisions and counter openings in the lateral and posterior parts of 
the neck were required. At other times, as occurred in Case No. 
III, the deep cervical zones, and especially those of the nucha, re- 
mained infiltrated for some time, but with no collection of pus. In 
those cases the resolution of the morbid process was obtained by 
making parenchymatous injections of sterilized Fowler’s solution 
(quarter of a gramme) at a few days interval. We have had the 
opportunity of treating some of these patients for three or four 
months. According to our experience they present in general a very 
profound depression of the organism. Hence the local treatment 
must be combined with an opportune reconstituent one, together 
with a diatetic regimen, which will ‘be similar to that employed in 
some exhausting affections (tuberculosis). 
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THROMBOSIS OF THE LATERAL SINUS, DEPENDENT UPON 
SUPPURATIVE OTITIS MEDIA, WITH 
: REPORT OF CASES. 


BY EDWARD B, DENCH, M.D. 
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Up to a comparatively recent period septic infection of the lateral 
sinus from a purulent inflammation of the middle ear was looked upon 
as a condition of the utmost gravity. Those cases which did not 
prove fatal suffered for many months from general systemic infec- 
tion, presenting the typical picture of pyemia. The first step toward 
the relief of the condition was the radical operation upon the mas- 
toid, proposed by Schwartze. This procedure, in a large measure, 
prevented septic involvement of the intracranial blood channels. 
With the perfection of aseptic surgical technique it finally became 
possible to relieve a very large number of these cases, even after the 
sinus had been occluded bya septic thrombus. At the present time, 
no case is considered hopeless, even although the thrombus may 
have extended from the sinus downward into the internal jugular vein. 

The symptoms of sinus thrombosis are so characteristic that they 
can hardly be overlooked, provided the patient is under observation 
for a few days. The most characteristic sign is a sudden elevation 
of temperature, the thermometer frequently registering 105 or 106°. 
Coincident with this febrile movement, the pulse becomes rapid and 
feeble, and there may be mild delirium. In the course of a few 
hours the temperature falls spontaneously to the normal standard, or 
it may even become sub-normal. Defervescence is accompanied by 
profuse perspiration and great prostration. These abrupt temper- 
ature changes may occur at frequent intervals, the patient becoming 
gradually weaker and, unrelieved by surgical means, dies. No other 
complication of middle ear suppuration produces these symptoms, 
and it is always safe to infer that any considerable and abrupt eleva- 
tion of temperature, followed by spontaneous defervescence, is due to 
the formation of a septic thrombus in one of the neighboring venous 
channels. 

During the last three years I have operated upon nine cases of 
this character. In eight of the cases the patients recovered, while in 
one case death occurred as the result of an acute nephritis. Eight of 
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these patients were adults, but one was a child about four years of age. 
As stated before, occlusion of the lateral sinus by a septic throm- 
bus usually gives rise to well-marked constitutional symptoms. 
These symptoms, however, do not appear until the thrombus begins 
to disintegrate, and cause general systemic infection. While, in a 
number of my cases, these characteristics have been present, in 
others they were absent, the diagnosis being made at the time of op- 
eration upon the mastoid. This fact, I think, constitutes one of the 
strongest arguments in favor of a radical operation upon the mas- 
toid, in every case where surgical interference is necessary. In the 
sinus cases presenting no constitutional symptoms which have come 
under my observation, the thorough removal of all softened bone 
resulted in an exposure of this large venous channel. Examination, 
both by ocular inspection and palpation, have indicated either partial 
or complete occlusion of the vessel. Where the vein is completely 
occluded the condition is easily recognized, the course being marked 
by a ridge immediately beneath the dura, which feels hard and un- 
yielding on palpation. The presence or absence of pulsation is, I 
think, a sign of but little diagnostic importance. In some cases the 
sinus wall is considerably thickened, as the result of inflammation, 
and here it is often impossible to determine positively the patency of 
the vessel. In these cases it has been my practice to introduce a 
sterilized aspirating needle into the sinus. If fluid blood is with- 
drawn there is every reason to suppose that the sinus is not the seat 
of a septic inflammation. 

If the sinus contains fluid blood, and temperature record shows 
no evidences of general sepsis, it is wise to abstain from further in- 
terference with the sinus. If, however, the constitutional symptoms 
point to septic infection, the mere fact that the sinus contains fluid 
blood should not deter the surgeon from opening the vessel by a free 
incision and removing any deposit which may be found within it. 

In the early stage of thrombosis the vessel is not completely oc- 
cluded, complete closure occuring only after the condition has ex- 
isted for several days. The recognition of this condition in the 
incipient stages, and the institution of surgical measures for its relief, 
promise the best results. If the mastoid operation is thoroughly 
performed, and all softened bone removed, there will be very few 
cases of sinus thrombosis which will escape observation in the very 
early stage, that is, in the stage in which they are the most amenable 
to treatment. 

From the foregoing remarks it will be seen that, in any mastoid 
inflammation, the operator should bear in mind the possibility of an 
infection of the lateral sinus. It is therefore imperative that the 
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operation be conducted on strictly aseptic principles, no matter how 
simple the case may seem upon examination. The preparation of 
the field of operation, the careful sterilization of instruments, and 
the technique of the procedure, should always be carried out with 
as much care as if the operator expected in each case to enter the 
cranial cavity. If this plan is followed, the presence of a thrombus 
in the lateral sinus does not render the operation more serious, as the 
condition can be quickly and thoroughly relieved. If the operative 
technique is perfect, infection of the sinus, at the hands of the op- 
erator, is impossible. If the vessel in question is exposed during 
the course of a regular mastoid operation, and, upon exploration in 
the manner already described, appears to be partially or completely 
occluded, it should be dealt with as follows: A free incision should 
be made through the sinus wall with a small, sharp scalpel. If oc- 
clusion is complete no hemorrhage will follow this incision. The 
opening should then be enlarged both upward and downward, by 
small, blunt-pointed scissors, and the clot removed with a sharp 
spoon, It should be the invariable rule never to open the lateral 
sinus until the bony covering over the vessel has been removed for, 
at least, an inch. If this precaution is not observed, it is difficult to 
complete the operation rapidly, and to control the hemorrhage at the 
same time. After the sinus wall has been incised, a small, sharp 
curette should be introduced downward toward the jugular bulb, re- 
moving any clots which may be present. During this procedure, 
firm pressure should be made on the jugular in the neck, in order to 
prevent the possible entrance of any detached fragment into the gen- 
eral circulation. Pressure upon the jugular is also indicated, as 
several cases have been reported in which air has entered the jugular 
vein through the lateral sinus, causing sudden death. It must be 
borne in mind, that free hemorrhage from below does not show con- 
clusively that the inflammatory process has not extended to the 
jugular vein. If the inferior petrosal sinus is patent there may be 
free hemorrhage from the lateral sinus, although occlusion may 
exist below the jugular bulb. Such an occlusion, however, seldom 
occurs without giving rise to marked symptoms, such as tenderness 
in the neck, tumefaction along the anterior border of the sterno- 
mastoid muscle, and sudden and extensive elevation in temperature. 
After the sinus has been cleared below, the hemorrhage is controlled 


by the introduction of a strip of iodoform gauze, both into the lumen 


of the vessel and also between the external wall of the sinus and the 
inner table of the skull. The upper portion of the vein is then 
dealt with in a similar manner, the curette being carried upward 


— 


7h 
i 
a) 
= 
> 


DENCH: THROMBOSIS OF THE LATERAL SINUS. 107 


toward the torcular until free hemorrhage occurs. When it is evi- 
dent that the channel is perfectly free, the hemorrhage is controlled, 
as above described. 

In cases where constitutional symptoms indicate sinus thrombosis, 
the same technique should be followed. It is always advisable to 
enter the mastoid antrum as the primary procedure, and to remove 
all infectious foci before exposing the sinus. In desperate cases, 
however, the shock caused by the operation must be kept in mind, 
and it is sometimes wise to clear out the sinus as a primary pro- 
cedure, thus removing the chief focus of constitutional infection. 
The suppurative process within the mastoid then receives attention 
at a later period, after the patient has become strong enough to bear 
the shock of a second operation. 

While the position of the sinus varies ‘considerably in different 
subjects, it normally lies about half an inch behind the posterior wall 
of the osseous canal, and an exposure of the meninges at this point 
will ordinarily expose the sigmoid portion of the vessel. 

The method of removing the clot, and of controlling the hemor- 
rhage, is exactly the same as that already detailed. 

In cases where the mastoid antrum has been opened, as a primary 
procedure, and the sinus exposed, it is important to prevent subse- 
quent infection of the sinus from the middle ear and mastoid. In 
order to do this it has been my practice to dress the sinus wound and 
the mostoid wound separately. A strip of iodoform gauze is car- 
ried through the aditus ad antrum into the vault of the tympanum. 
This strip is then held to one side and the region of the sinus is 
thoroughly covered by strips of iodoform gauze, the gauze being 
packed firmly about the sinus, so as to shut it off completely from 
the anterior portion of the wound. The first strip of gauze is then 
packed into the mastoid cells. Any secretion draining from the 
tympanum into the dressing will be rendered innocuous by passing 
through the successive layers of the iodoform gauze and infection 
becomes practically impossible. In the subsequent dressings it is 
also wise to follow the same procedure. The packing in the mastoid 
antrum is removed first, the gauze covering the sinus being left zx 
situ. The antrum and external auditory meatus are then irrigated 
with a solution of bichloride of mercury, 1-5000, and this portion of 
the wound redressed. After this fresh dressing has been applied 
the sinus dressing is removed and reapplied as before. While this 
precaution may seem rather unnecessary, owing to the fact that the 
infection occurred primarily through the middle ear, I believe that 
success in these operations has been very largely due to the atten- 
tion given this detail. 
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Up to the present time I have operated upon nine cases of sinus 
thrombosis. Of this ‘number eight have recovered. In the fatal 
case death was caused by an acute nephritis, probably not septic in 
character but dependent upon ether anesthesia. At the time of the op- 
eration there was well-marked glycosuria, the urine containing three 
' per cent. of sugar by volume. The uremic symptoms appeared 
about thirty hours after the operation, and were perfectly character- 
istic, so there could be no doubt as to the cause of death. 

I have not mentioned those cases of sinus thrombosis in which 
ligation of the internal jugular is necessary. Of late there has been 
considerable discussion as to the advisability of tying the internal 
jugular vein, low down in the neck, wherever there is thrombosis of 
the lateral sinus. To my mind, the subject is hardly worthy of dis- 
cussion. If the jugular is involved, any surgeon would naturally 
ligate it, and would ligate it as low down in the neck as possible, in 
order to avoid systemic infection. If, however, there is no evidence 
of jugular involvement at the time of operation, the mere fact that 
the sinus contains a thrombus should not lead the surgeon to tie the 
vein in its lower portion. The technique of ligating the internal 
jugular vein need not be detailed here. It need only be said that, 
when this procedure is deemed necessary, the ligation of the internal 
jugular alone is not sufficient. It is also necessary to tie the lingual 
and facial veins, and the branch of communication between the ex- 
ternal and internal jugular in order to prevent systemic infection 
through the collateral circulation. 

In conducting the above procedure two ligatures should be ap- 
plied close to each other, both to the jugular and to the branches 
above enumerated. After these ligatures have been tied, the entire 
vein containing the thrombus should be carefully dissected out, so as 
to remove any possible chance of subsequent infection through the 
lymphatics, the vessels being divided between the ligatures already 
applied. 

In conclusion, it seems to the author that the chief lesson to be 
learned from these cases, is— 

First—A complete and prompt mastoid operation, in every case. 
This means the removal of al! softened bone, no matter what struc- 
tures may be exposed during the operation. 

Second—The early surgical intervention in all cases of sinus 
thrombosis, whether discovered during the mastoid operation or 
recognized by constitutional symptoms. 

Third—That the advisability of interference with the internal 
jugular vein depends upon the presence of symptoms indicative of 
jugular thrombosis in any particular case. 
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MASTOIDITIS OF DENTAL ORIGIN, OCCURRING IN A DIA- 
BETIC, WITH AN UNUSUAL FORMATION OF THE 
MASTOID CELLS—OPERATION—RECOVERY.* 


BY FRANK M. RUMBOLD, M.D., ST. LOUIS, MO. 


Ever since the first artificial opening into the mastoid cells was 
made by Jean Louis Petit, on account of involvement of these cavi- 
ties, the Zocus causi of their inflammation has been a source of in- 
vestigation for the aurists and pathologists. 

A diseased condition of the teeth, or their surrounding structures, 
kas, for many years, been recognized as frequently causative of pain 
in the ear. Pennefather! says that ‘‘Pain in the ear, without any in- 
flammation in the meatus and with a perfectly healthy condition of 
the membrane of the tympanum, may occur, and is sometimes of a 
most agonizing character. In many of these cases the teeth are, to 
all appearance, quite sound, but firm pressure on each tooth will, if 
the pain arises there, at once reveal the offender.’’ Von Troltsch? 
says, that ‘‘It is sometimes difficult to distinguish pain in the molar 
teeth from pain in the middle ear.’’ Rau® says, that ‘‘In young 
children dentition is always attended with irritation in, and some- 
times discharge from, the skin lining the external auditory canal.’’ 
J. Dundas Grant* says, that ‘‘In very many cases of otalgia the fonds 
et origo will be found in the teeth, attention to which will alone 
bring about a curative result.’’ Sexton,’ in speaking of dental irrita- 
tion as a causative factor of aural disturbances, says: ‘Should the 
throat be involved, as indeed it is likely to be, the ears will be found 
to be affected through other channels than the irritation of the dental 
filaments of the fifth nerve, for the pharyngeal and tonsilar branches 
of the eighth cranial nerve will bring the throat into direct relation- 
ship with the sympathetic system, through which the ear is affected. 
* * * The pain of the teeth, which we familiarly associate with 
their inflammatory condition, is signally absent in many of their af- 
fections, and it is the absence of this symptom that gives rise to the 
chief cause of danger.’’ Dr, Sexton tabulates 1799 cases of aural 
disease in which the symptoms of reflex irritation from diseased 
teeth were especially severe, in twenty-six of which there was severe 
purulent inflammation of the middle ear, involving the mastoid cel- 
lules. How many of these twenty-six cases called for operative pro- 
cedure he does not state. Burnett® states that reflex ulceration of the 


*Paper read at Annual pecntion of the Western Ophthalmologic and Oto-Laryngologic 
Association, Chicago, April 7, 1 
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canal from dental disease is not an uncommon occurrence. Gold- 
stein’ claimed that dental irritation, through the posterior temporal 
and inferior auricular branches of the inferior maxillary, was respon- 
sible for the location of syphilides of the external ear, in a case re- 
ported by him. Barclay,* in an article on ‘‘The Relation Between 
Diseases of the Teeth and Ears,’’ very ably exploits the nervous 
connection between the teeth and ears, as follows: ‘As is well 
known, the trigeminus, or fifth cranial nerve, is pre-eminently and 
almost exclusively the basis of this connection. With its dental dis- 
tribution practitioners of dentistry are peculiarly familiar, and of it 
hourly reminded. Respecting its terminal filaments in the ear, how- 
ever, I need only refer to the fact that the greater part of the auricle 
and external meatus are supplied by its auriculo-temporal branch. 
By neural anastomosis, as well as through the Gasserian ganglion, 
we find the dental nerves still further connected with the ear. The 
tensor tympani, tensor palati, and tympanic plexus, receive fibers 
from the otic ganglion; the tympanum is supplied as well with fila- 
ments from the carotid plexus of the sympathetic and from the great 
superficial petrosal (from the Vidian). The trigeminus consists of 
motor and sensory fibers; fibers having vaso-motor influence over 
certain regions, notably the ear; and so-called ‘trophic fibers,” upon 
whose functional integrity largely depend nutrition and reactive 
power in the regions supplied by this nerve. Such being its charac- 
ter, is it at all astonishing that it should have proved the exemplar, 
par excellence, of nerves in which disorder or disease at one terminal 
branch produces disturbance at another ?’’ 

That the presence of diabetes mellitus is a grave complication to 
any abnormal condition of the human system is acknowledged by all, 
and that it has been considered especially so in case of inflammatory 
involvment of the auditory apparatus, is attested by the writings of 
those few who have encountered such cases. That it has not been 
met with more frequently seems strange when we consider how prone 
the diabetic is to furunculosis. Dench® says: ‘*Within the tympa- 
num there is scarcely any condition characteristic of diabetes, 
although it is probable that all structures, including those of the 
middle ear, are more liable to attacks of inflammation than under 
normal conditions. When the condition is an acute inflammatory 
one, suppuration is the rule. This is worthy of note where the mas- 
toid process becomes involved consecutive to an inflammation within 
the canal or middle ear.’’ Buck," in the most comprehensive article 
that has been written on the subject of diabetes in its relation to mas- 
toiditis, collates only ten cases as the number he was able to find 
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reported, and concludes: ‘‘First, that disease of the mastoid pro- 
cess is likely to be a more serious affair in persons affected with dia- 
betes mellitus than in those who are in an ordinarily healthy condi- 
tion; and second, that the destructive processes within the temporal 
bone tend to advance at a more rapid rate in diabetics than in non- 
diabetic individuals.’’ As a result of the study of these ten cases, 
and of four which he reports from his own practice, Buck concludes 
that if the prognosis is to be more favorable than at first conceded, 
‘“‘It is imperative that mastoid operations upon diabetic persons shall 
be performed at a comparatively early stage of the disease in the 
temporal bone ; that is, before the lateral sinus of the dura mater has 
become seriously involved.’’ Urquhart" reports two cases of abscess 
in the mastoid region, associated with diabetes mellitus. In one only 
was the bone involved, and in that there was only unhealthy appear- 
ance, but no caries. Korner” claims that, in diabetics, inflammation 
of the ear and mastoid may occur suddenly, and that when the mas- 
toid is thus affected the condition of the bone is revealed by percus- 
sion, When changes have taken place within the mastoid cavity a 
dull percussion sound is given out from the diseased side, while the 
unaffected side gives. out the normal hollow sound. J. Dundas 
Grant ® says that ‘‘Auscultation of the mastoid as an aid in diagnosis 
of deep lesions, as suggested by Okuneff, seems to have no practical 
value.”’ 

The result of the cases alluded to in this paper, with the case I 
will report, would show the following: Total number of cases of 
mastoiditis occurring in diabetics recorded (so far as I have been 
able to learn), fifteen ; cases in which operative interference was not 
resorted to show a mortality of seventy-one per cent; cases operated 
on show a mortality of only thirty-seven and one-half per cent. In 
arriving at these results no account is taken of the two cases reported 
by Urquhart, because, in the abridged report at hand, they are stated 
to be abscesses in the region of the mastoid. 

G. O. K., male, aet. sixty-seven. Previous history: When about 
eight years old patient had measles, accompanied by an otitis media, 
which almost completely destroyed the membrana tympanum, leay- 
ing only a narrow rim attached to the wall of the canal. Has had 
occasional ‘‘running’’ from the ear ever since, but never enough to 
bother him. Has had diabetes mellitus for several years; for the 
past year his urine has contained, on an average, four per cent of 
sugar. Patient had been surf bathing at the sea shore the week pre- 
vious to consulting me. On the 2oth and 21st of August, 1897, he 
was visiting at Fairport, N. Y., and complained of pain in his 
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throat, especially during the act of deglutition. On the evening of 
the 21st he left Fairport for St. Louis, and on the 22d, when dining 
on the train, he could hardly swallow any solids and had recourse to 
eating bread that had been soaked to make it soft. As he stated the 
case, he could swallow until the bolus got to ‘‘the hill,’’ but he could 
not get the food over ‘‘the hill.’”” The next day, the 23d, the pain 
on deglutition was not so great. On the 24th, he complained of pain 
in the right ear, and called at my office, but missed me, as I was out 
of town. 

On my return, on the 26th, he called and asked me to look in his 
right ear, as he thought he might have gotten some sand in it while 
bathing. He did not say anything about the pain he had had, and 
after a cursory inspection of the external auditory canal, I told him 
there was nothing in the ear. The next day, the 27th, he called and 
then told me of the pain in the throat and ear. A careful examina- 
tion of the throat and ear failed to reveal anything warranting the 
pain he complained of. I had him return home and prescribed 
a saline. On the 28th I asked my confrere, Dr. M. A. Goldstein, to 
see the case with me. Again, ~u oral examination, nothing was evi- 
dent in the pharynx or larynx, excepting that the few teeth he had 
were affected with Rigg’s disease. Aural examination disclosed no 
redness, tenderness or bulging of the canal; no discharge present. 
Pain on pressure over right temporal and right occipital region, with 
especial pain just posterior to the right mastoid region. Pain on 
pressure in the right pre-cervical region, with a slightly inflamed 
gland. Sugar, four and one-half per cent. Prescribed opium to 
control pain and the diabetes. Upon inquiring, found that he had 
been having trouble with his teeth for about a year and was, at the 
time, under the care of a dentist. On the 29, the same condition ex- 
isted, practically unchanged ; extracted two of the teeth which seemed 
to bother him the most, with a slight mitigation of the pain and of 
the difficulty in swallowing. Temperature, 98°; pulse, 82. 

From the 30th of August to the 3d of September, the condition 
was about the same, with gradual progression of the severity of the 
pain, which occasionally became almost a hemicrania, the point of 
severity shifting towards the occipital protuberance and, once only, 
: did the pain extend to the opposite, left, side of the head. In the 
mean time the cold pack had been tried, but had to be abandoned, 
owing to its use increasing the local pain; hot fomentations eased the 
pain to some extent; swallowing became more and more difficult, 
until it was only with the greatest effort that the patient could swallow 
water. Temperature had never risen two degrees above the normal. 
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On the 4th, I decided that an operation was imperative, although 
I was fearful that the diabetic condition of the patient would militate 
against his recovery. Dr. W. A. McCandless was called in to do 
the operation. 

On the 5th of September the patient was operated upon. When 
placed on the operating table, pulse was So and temperature 99°. 

Upon making the customary Wilde’s incision over the mastoid re- 
gion, the periosteum was found greatly inflamed, but the underlying 
bone appeared almost normal. With the chisel and mallet an open- 
ing was made into the lower part of the antrum. The bone was 
found almost entirely free from dipla@ic substance, being unusually 
thick, nearly half an inch, and of extreme, almost ivory hardness. 
In fact, the bone was so thick and flaked off in what appeared to be 
plates, that for a moment it was doubtful whether it was warrantable 
to continue the operation. Upon entering the antrum, considerable 
inflammation was found, but no pus. Time of operation, 2 p.m. ; 
time consumed in operation, fifteen minutes; temperature 99°, pulse 
go. Patient rallied nicely. From 7:30 p.m. patient complained 
greatly of pain, and slept but little, only one hour from 11 p. m. to 
6a.m. September 6th, 7:30 a.m., temperature 99°, pulse 80; com- 
plained of pain in the top of head; a slight tinge of pus from wound. 
When cleansing the wound with the syringe the water escaped freely 
through external auditory canal; 5 p.m., temperature 98.4°, pulse 68 
and weak. Pain still constant and complained of shortness of breath 
and great weakness; small quantities of brandy given to sustain pa- 
tient. September 7th, 7 a.m., temperature g9°, pulse 75. Pain 
lessening and resting easier; pus discharging from wound freely ; 
sugar I per cent; 11 p.m., temperature 98.4°, respiration 79; very 
restless and trying to get out of bed; breathing difficult; complained 
of pain in the head towards occipital region. September 8th, 7 a.m., 
temperature 98.2°, pulse 76; complains less of pain and resting 
easier; 12:30 p.m., complains of some pain in throat and /eft ear; 
1:30 a.m., fell asleep after taking two one-fourth grain doses of 
morphine sulphate; irregular breathing and nervous twitching of 
muscles of face. Awoke at 6 a.m., with some pain in head, pulse 
weak, skin moist and cold. September gth, roth and 11th condition 
about the same. September 12th, at 3 a.m., patient was semi-con- 
scious and was moaning in his troubled sleep, when all at once he 
awoke with a start and sat upright in bed and asked the attendant 
whether she had heard anything in his head crack. He said he was 
troubled with a horrid nightmare, when he felt something in his head 
give way with such a loud noise that he was certain it should have 
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been audible to his attendant. The pain in his head ceased and he 
fell asleep at 3:25 and slept soundly until 5 a.m., free from pain. 
The following morning, in dressing the mastoid wound, an increased 
amount of pus was found. September 14th, pain in the ear again 
became prominent, accompanied with extreme difficulty in swallow- 
ing, and after the closest examination of the wound, external and 
middle ear, failed to reveal the cause, the teeth were again looked 
after and an experienced dentist was called in. He pronounced the 
remaining teeth, a lower molar and canine, right side and four lower 
teeth on the left side, as sound, although affected to some extent with 
Rigg’s disease, and advised against their extraction. The pain con- 
tinuing, on the 15th, I insisted upon the two right lower teeth being 
extracted, An abscess was found at the root of the molar and osteo- 
phytes on the root of the canine. Within a half hour the pain in ear 
and in throat, on deglutition, ceased. September 16th and 17th, 
patient rested and ate well. On the 18th the pain in ear and in 
throat, on deglutition, again returned. As nothing, after careful 
aural exploration and examination, disclosed anything warranting the 
pain, I again had recourse to the mouth, and found another abscess 
in the cavity left by the extraction of the molar. As soon as this was 
attended to the pain again left and the patient made an uninterrupted 
recovery. The wound has entirely healed and the patient has again 
resumed his vocation. Management of wound was that usually em- 
ployed. During convalescence the patient was placed on a suitable 
diet and the quantity of sugar constantly decreased until, at the time 
of writing, there is but a trace. During the course of the case, sulph. 
of morphia, tr. aconite rad,, sulph. of quinia, Marchand’s peroxide 
of hydrogen, borolyptol, saline and aperient waters, and antiseptics, 
were used as indicated. Diet consisted of broth, eggs, milk, brandy 
and seltzer. 

When the patient was able to leave the house he objected seriously 
to wearing the necessary bandages, and as soon as the wound was 
closed I directed him to secure an ear-muff and have Dr. Schleif- 
farth fix it so that it could be so retained in position as to cover the 
ear and the site of the wound. The accompanying illustration shows 
how nicely this was accomplished. 

I would like to call especial attention to three points in the history 
of this case: The apparent direct connection between the dental 
and mastoid trouble; that the diabetic condition apparently had no 
influence upon the course of the trouble and did not seem to affect, 
in the least, the repair of the surgical injury; that this was also an 
anomalous case in that there seemed to be a complete division of the 
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mastoid cells, for after, on the night of the 12th of September, he 
felt the ‘‘crack’’ in his head, there was an increased flow of pus and 
an abatement, at once, of the severe occipital and aural pains. 

I feel certain that had I had all the teeth on the lower right side 
extracted as soon as the case came under my observation that there 
would have been no progressive mastoid disease. 


Deafness and Disease of the Ear, London, 1873. 
Treatise on the Diseases of the Ear, New York, 1869. 
Ohrenheilkunde, p. 158, Berlin, 1856. 
Internat. Med. Annual, 1890. 

The Ear and its Diseases, New York, 1888. 
Treatise on the Ear, Philadelphia, 1884. 

THE LARYNGOSCOPE, January, 1898. 

The Dental Cosmos, May, 1894. 

Diseases of the Ear, New York, 1894. 

10. N. Y. Med. Journal, June 29, 1896. 

1l. Medical News, March 21, 1896. 

12. Zeits. fiir Ohrenh., June, 1896. 

13. Internat. Med. Annual, 1897. 


A Case of Otitis Media Purulenta Acuta (double) with Mas- 
toiditis on Left Side Following Removal of Adenoids—B. 
C. Brooklyn, N. Y. 


A female child about two years of age had post-nasal adenoids 
removed about 3 p.m. The same night had earache, and in the 
morning both ears were suppurating. In the left ear the mastoid 
became involved, necessitating operation. I report this case from 
the fact that it is not uncommon for rhinologists and laryngologists 
of large experience to say, ‘‘no inflammation of middle ear follows 
removal of adenoids.’’ I can also say positively that this child had 
no previous ear trouble. 


| 4 


ON THE PREVENTION OF PYAEMIC COMPLICATIONS FROM 
ACUTE OTITIS MEDIA.* 


B. F. CHURCH, M.D., LOS ANGELES, CAL. 


The object of this paper is to call attention to the gravity of middle 
ear inflammation with its possible attending complications, and also 
to point out some of the sins of commission which, in the writer’s 
opinion, are for the most part responsible for the direful results too 
often witnessed in this affection. 

In the management of these cases it is our desire, first, to prevent 
pyemic extension to the meninges, lateral sinus, labyrinth or mas- 
toid cells. Second, to obviate the very frequent and extremely dan- 
gerous condition to hearing and life, chronic suppurative otitis media. 

. When we consider the anatomy of the parts surrounding the tym- 
panum, separated as it is from the labyrinth by a band of connective 
tissue, the brain, internal carotid and jugular vein by thin plates of 
bone, and from the meninges and lateral sinus, in another direction, 
by diploic tissue, we marvel at the possibility of that cavity being q 
filled with deadly micro-organisms and yet the life of the individual : 
be preserved. Statistics, it is true, show a small number of deaths t 
to the whole number of middle-ear diseases, at the same time we 
should not underestimate the seriousness of the complicated cases or ' 


lose sight of those that insidiously extend to vital parts. 

In reviewing the literature of suppurating diseases of the brain and 
its membranes, the fact is apparent that a very large majority of y 
these cases come from either an acute or chronic suppuration of the 
middle ear; in fact, if trauma and tuberculosis are eliminated as a 
cause of abscess of the brain, we would seldom err to lay all of them 
at the door of middle-ear disease. The importance then of prevent- | 
ing the disease from extending while in the acute form and to guard 
against its reaching a chronic state of suppuration is very apparent. 

It is highly probable that in every case of acute otitis media the 
mastoid antrum is involved to some degree in the same inflammatory 
process, but, as Burnett says: ‘‘It, like the acute inflammation in the 
tympanic cavity, will get well if not secondarily infected from with- 
out by improper treatment. Hence, the prevention of mastoid dis- 
ease, in cases of acute otitis media, resolves itself into the prevention 
of secondary infection of the acutely inflamed middle ear.’’ By the 


*Read before the Los Angeles Medical Association, April 29, 1898. 
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closure of the Eustachian tube during the congestive stage, nature 
offers a frail barrier to the entrance of air with its abounding micro- 
organisms to the inflamed and lymph-bathed surface of the drum 
cavity. Admitting that this condition affords a proper nidus and 
pabulum for the growth and development of the micro-organisms of 
the air, they are the lesser evil as compared to the streptococci that 
abundantly abound in the naso-pharynx, and which are so effectually 
deposited in the tympanic cavity by the meddlesome practice of in- 
flation, either by Valsalva’s or Politzer’s method. The trauma pro- 
duced by the forcible entrance of air against the inflamed and sensi- 
tive drum membrane must also be borne in mind as a result of such 
procedures. In those fortunate cases that escape infection from the 
naso-pharynx, resolution takes place, usually without rupture of the 
drum or serious harm. We would class, then, all cases of acute 
middle-ear inflammation under the head of izfected and non-infected. 
Assuming the drum membrane to be intact at the onset of the dis- 
ease, all infected cases come from the emigration of pathogenic 
germs—streptococci—from the naso-pharynx or other extraneous 
matter deposited there by forcible inflation. Those not so irration- 
ally treated, excluding those from exanthemata, recover by resolu- 
tion. As nature is potent to prevent infection when let alone so is 
she capable, by a little assistance, of making repairs after infection 
when not prevented from doing so by over treatment. An enormous 
secretion is poured out in the tympanic cavity which ruptures the 
drum and, by a syphonic action, empties the tympanum and mas- 
toid antrum through the external auditory canal. Unfortunately the 
resistance of the drum to the exit of the invaders is sometimes greater 
than the frail barriers to the vital parts, which lie so dangerously 
near, when one or more gives way, permitting the extension of the 
disease to the labyrinth, brain, or large blood channels. 

Paracentesis of the drum membrane is imperatively demanded in 
all cases of acute middle-ear disease where the pain is not relieved 
in a few hours by application of heat or local blood letting, especially 
if the drum is seen to bulge at any part by the pressure of fluids from 
within the tympanum. The incision, as a rule, should be made in 
the posterior part of the membrane, preferably under an anesthetic, 
and large enough to insure perfect drainage. Politzeration and all 
other forms of inflation must be strenuously avoided during the active 
stage of the inflammation, as such a proceedure is not only painful 
and injurious to the inflamed and highly sensitive surfaces against 
which the air is forced, but there is danger and great probability of 
infecting the other ear. To amply verify the danger of infecting the 
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sound ear by the routine practice of inflating the tympanum in acute 
otitis media, we have only to observe the precisive regularity in 
which the calamity occurs after such irrational treatment. After 
freely incising the drum membrane, a strip of antiseptic gauze, one- 
quarter of an inch wide and one and a half inches long, should be 
inserted into the ear, reinforced by a small fold of the same material 
in the concha, and the ear let severely alone for twenty-four hours, 
when the same dressing should be repeated without the aid of syringe 
or douche. If the discharge is very profuse the dressing may be 
changed more often. Extreme and persistent pain in the ear is evi- 
dence of pressure, and its presence after paracentesis of the drum 
membrane indicates that the opening is blocked when it should be 
enlarged. The drum being patulous, the external canal acts as a 
syphon and will effectively empty the tympanum, mastoid antrum, 
and cells, if permitted to do so. The capillary attraction of the gauze 
reaching from the drum outward assists the process. The external 
auditory canal, being a habitude of the wily stapholococci, moist 
heat, in the form of germicidal solutions, may be used as hot as can 
be borne for the relief of pain. Frequently, however, the drum is 
too sensitive to bear the weight of the column of water, when dry 
heat should be used, care being observed in either event to render 
the external auditory canal aseptic before the drum is perforated. 
Immediately after the drum is opened, whether a discharge has set 
in or not, antiseptic gauze should be introduced loosely into the canal 
as a barrier to micro-organisms and to encourage the flow. The 
swelling which takes place in the Eustachian tube during the active 
inflammatory stage of otitis media closes that channel of entrance of 
air to the tympanic cavity, provided, however, force is not used. 

By sterilizing the external auditory canal, incising the drum mem- 
brane when there is pressure, and loosely filling the canal with anti- 
septic gauze which will filter the air that enters, and offers no resist- 
ance, but aids the outflow of pent-up exudates, we emulate and as- 
sist nature in the highest degree to relieve the sufferer of a most dan- 
gerous affection. 

On account of the anatomical arrangement of the parts, the most 
serious form of all middle-ear inflammations are those in which the 
disease is localized in the attic or upper portion of the tympanum. 
To Dr. Tansley, of New York, is probably due the most credit for 
pointing out the specific features of attical cases in contra-distinction 
to other inflammatory diseases of the middle ear; also the especial 
dangers of the affection and proper treatment. Internally, above and 
in front of the attic portion of tympanic cavity lies the brain, sepa- 
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rated only by a thin shell of bone without diple and which is often 


poorly ossified. Posteriorly the cavity opens into the mastoid antrum 
and it in turn connects with the mastoid cells. The floor of the attic 
is a fold of mucous membrane attached to the short process of the 
malleus and extending across the tympanic cavity to the rounded 
eminence of the facial canal. Normally the attachments of this fold 
of mucous membrane are such as to not entirely separate the lower 
or true tympanic cavity from the attical portion; such a condition, 
however, is sometimes found and not infrequently the passage is so 
narrow as to close after a slight swelling, while complete separation 
of the cavities probably always takes place during high congestive 
stages. By this power to close the upper part of the tympanum upon 
the approach of disease, thereby cutting off communication between 
the antrum and mastoid cells, nature subserves the purpose of plac- 
ing those important parts out of harm’s way, only, however, when 
the inflammation does not invade the attic to a considerable degree. 
The conditions which act so favorably when the disease is confined 
to the lower part of the tympanum, prove a serious complication in 
attic cases by confining the inflammatory products to a narrow 
space which is in close proximity to the brain and directly connected 
with the antrum and mastoid cells. The attic extends somewhat 
over the bony wall of the meatus and has no outlet for the pent-up 
exudates save by a small space just below the superior attachment of 
the drumhead through the flaccid or Shrapnell’s membrane and, as 
the cavity below only reaches to the short process of the malleus, the 
exit for pus or sen-pus is very narrowly circumscribed even when the 
parts are not swollen. If artificial means for the escape of pent-up 
inflammatory products in this space is not promptly afforded,. they 
will burrow under the derma covering the inner superior lip of the 
external canal which can be seen, together with the posterior supe- 
rior quadrant of the drum, or Shrapnell’s membrane, bulging early 
in the disease. The rapidity with which the bone is denuded and 
consequent necrosis and chronic discharge from the ear, of which 
we are all too familiar, is peculiar to attic disease. 

As pain is in proportion to the pressure of retained inflammatory 
products, extreme pain is always a prominent subjective symptom of 
this affection. Positive diagnosis is made when the membrana flac- 
cida and derma at the upper posterior extremity of the auditory canal, 
either one or both, are seen to pout. Both will be reddened and 
sometimes bulged out sufficiently to touch the floor of the auditory 
canal, obstructing the drumhead from,view. This condition is fre- 
quently mistaken for a polypus. Zhe treatment ts early free inct- 
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siox and drainage. The method of incision as performed by Dr. 
Tautsley is the best, and is of late frequently written and spoken of 
as ‘‘Tansley’s cut in acute attical diseases.’’ A description cannot 
be better given than in the author’s own words. In a paper read be- 
fore a meeting of the American Otological Society, he says: ‘‘At 
the earliest possible moment, as soon as the diagnosis is made, and 
that is when an inflammation is seen in the superior or supero- 
posterior part of the drumhead passing upwards from the short pro- 
cess, make a liberal opening in these parts.’’ A broad, strong and of 
course sharp Graefe’s cataract knife is held strongly between the 
finger and thumb, with cutting edge directed upwards, the point of 
which is caused to pierce the flaccid membrane no lower than the 
short process, and in the center of the greatest inflammation. It is 
passed rather deeply, or until bone is struck, then a strong liberal 
cut is made upwards or upward and backwards, dividing the tissues 
for one-half or three-quarters of an inch. I do not think that I have 
ever made this cut in a case which had been existing for a day or two 
in which my knife did not pass over rough and denuded bone at the 
inner and superior lip of the bony canal. The external canal is at 
once filled with a plug of absorbent cotton and no syringing or 
douching is permitted. If necessary, a second or even a third cut 
may be made, if tissues are not thought to be thoroughly divided. 
Where these cases are seen before pus is formed, it is advisable to 
thoroughly disinfect the canal before making the incision. 

In a few cases where the pain has persisted I have found it neces- 
sary to incise the parts again upon the second or third day, but usu- 
ally the cases immediately improve and the whole inflammatory pro- 
cess passes away in a few days. In many of my cases, where there 
has been tenderness upon percussion over the mastoid, this cut has 
been sufficient to relieve the symptoms entirely, but usually if the 
mostoid cells are implicated it will be necessary to subsequently op- 
erate upon the mastoid. But what I want to call the attention to 
chiefly is the importance of early recognition of these cases and an 
early incision, and by doing so you will find that mastoid cases 
and operations and cerebral cases will be materially less. 

Burdick Block. 
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EDITORIAL. 


A REMINDER. 


It is embarrassing to the management of THE LARyNGoscoPE to 
so frequently urge settlement for the payment of subscriptions, and 
to many of the busy practitioners among our patrons whose sub- 
scriptions are in arrears, we would again offer this reminder: We 
rely mainly on the support of our subscribers to balance the heavy 
expenses of maintaining a high-class journal of this character; there- 
fore, we appeal to those of our patrons whose subscriptions are in 
arrears and who have overlooked numerous statements and our 
personal letters. 
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SOCIETY PROCEEDINGS. 


THE NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Meeting, Wednesday Evening, May 25, 1898. 


Dr. Jonathan Wright, Chairman. Dr. Thos, J. Harris, Secretary. 


Dr. Tansley presented two bandages which he used in mastoid 
operations. He said he had used those bandages in such cases and 
they had always given satisfaction. A number of years ago he had 
the misfortune to have to perform a double mastoid operation and 
found it difficult to keep a bandage on, so he devised the one pre- 
sented. This consisted of a band which went around the chin and 
over the head. From this a triangular piece extended back so as to 
cover the mastoid area; if a double one was required there was a tri- 
angular piece on each side; if a single one there was but one which 
had a band connected to it long enough to pin to the piece which ex- 
tended over the head. Two safety pins was all that was necessary 
to fasten it on and there was no danger of it getting out of place. 

Dr. Tansley also presented a probe for tamponing the nares.’ It 
was a straight plane probe, but was made of aluminium and did not 
become injured when put in acids. 

The first case presented by Dr. Tansley was one of suspected 
pharyngeal aneurism. The patient complained of accumulation of a 
great deal of mucus in the morning and it sometimes took three hours to 
clear it out. She felt that it was growing worse all the time and suffered 
greatly from the accumulated secretions. Posterior to the pillar of 
the fauces a small tumor was visible which had a distinct pulsation. 

The second case presented by Dr. Tansley was a little girl five 
years of age with a deviated septum. The child had been operated 
on when two months old for congenital cataract and the operation 
was successful. A short time ago the child had been brought to him 
with the history that there was a growth in the nostril. Examina- 
tion revealed a deviated septum. He was treating it at the present 
time by pressing the septum over by the use of a rubber tube. He 
did not favor operating on children so young. This case had been un- 
der treatment for about two months and he wished to present it to the 
Section while it was under treatment. 

Dr. Myles presented a case, a physician, who came to him com- 
plaining of nasal obstruction due to a deflected septum. He per- 
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formed a Gleason operation, by sawing the septum at the base, mak- 
ing a longer cut than usual, pressed the septum over, and held it there 
by anasal tube. At the end of a month there was no more trouble 
and the patient was very much pleased with the present condition. 

Dr. Myles aiso presented a specimen of nasal fibroma which he 
had recently removed with difficulty by cutting it into three pieces. 
He presented sections of the fibroma and also drawings of it in the 
hope that the members of the Section would discuss these cases. 
Three years ago Dr. Noyes had presented a case to the Section in 
which the growth exerted pressure on the region of the right temple ; 
later he had seen that case successfully operated upon. He thought 
these growths were usually found in boys from sixteen to twenty 
years of age. 

Dr. Knight presented a case of abscess of the right frontal sinus 
with opening at the outer angle. The sinus remained open and there 
was some fear that perhaps the left sinus was becoming affected, and 
an operation would be necessary. 

Dr. Knight also’ presented a case of empyema of the maxillary 
sinus, and transilluminated the antrum. The patient had been under 
treatment for a number of months; the antrum had been drained by 
removing the molar tooth and had been curetted. 


DISCUSSION. 

Dr. Meyer, in discussing the case presented by Dr. Tansley, said 
that on first glance, without studying the case, he would conclude 
that it was a case of atheromatous condition of the blood vessel. 

The specimen of nasal fibroma which Dr. Myles presented was of 
great interest, and Dr. Myles had had better results than he had in a 
case which came under his care. He was not able to get a wire 
around the growth, and had been able to cut away only enough for 
examination. 

Dr. Lederman said he had a case of fibroma in a young girl two 
years ago. There were five growths, and he was astonished at how 
easily they were removed without hemorrhage. They were solid fib- 
romatous growths. One of the growths extended into the upper 
pharynx, and was removed by the snare being introduced through the 
nose, with the finger in the rhino-pharynx. 

Dr. Newcomb said that he was under the impression that what was 
known as the Gleason operation should be known as the Watson 
operation. Dr. Watson, of Philadelphia, had really described the 
operation before Dr. Gleason’s paper appeared. He was of the 
opinion that Dr. Watson should have the credit. 

Dr. Curtis asked Dr. Newcomb why he was under the impression 
Dr. Watson should receive the credit. Dr. Newcomb replied that 
Dr. Watson had told him that he had illustrated the operation before 
one of the societies before Dr. Gleason presented the paper. 

Dr. Myles said his only reason for calling it the Gleason operation 
was the paper by Dr. Gleason on the subject. - 
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Dr. Wright said that there had been several cases of pharyngeal 
aneurism presented at the section, but none so large as the one pre- 
sented by Dr. Tansley. It appeared to be fusiform, He thought the 
other cases presented were in young people and probably congenital ; 
however, it was a question whether they were congenital or not. 

Dr. Myles said he had presented a similar case several years ago, 

and a general practitioner had pronounced it an atheromatous 
condition. 

In regard to nasal fibroma, he was in doubt whether they should be 
called fibroma instead of polypi. 

Dr. Wright said the further back the growth the more fibrous tis- 
sue present. The only case he knew of was one of Dr. Knight’s, in 
which there was pure fibrous tissue. Generally, there was edematous 
tissue present. 

Dr. Harris asked if excessive deviation in the nasal septum in chil- 
dren was a common occurrence, and what result could be expected 
from using the splint. 

Dr. Tansley said the case under consideration was still a question 
as to result. That he preferred not to operate on the child was his 
reason for resorting to the present method being used. 


Paper. 


‘¢Transillumination in the Diagnosis of Empyzma of the Maxillary 
Antrum,”’ presented by Dr. Charles H. Knight. (See Tue Laryn- 
coscopE, Vol. v., No. 1, page 47.) 


DISCUSSION. 

Dr. Freudenthal said that formerly he was much more anxious 
about transillumination than now, but yet would not like to operate 
without its aid in diagnosis. He had seen cases in men where there 
was no illumination and no empyema, but this he had not seen in 
women. One case had given the history of hereditary syphilis, and, 
presumably, had trouble in the antrum of the left side, but on oper- 
ating there was no antrum, or so small that it could not be found. 
He had seen cases in which one antrum was much larger than the 
other. These were conditions sometimes met with, and that had to 
be taken into consideration. 

He had a case of empyema of the frontal sinus on the right side 
and outer angle. On waiting the trouble appeared at the inner angle. 
Here it opened, and after anti-syphilitic remedies got well. 

Dr. Phillips said he thought it was good to bring up this question 
at times, for it freshened the mind and presented new methods of 
treatment. He agreed with Dr. Knight in the position he had taken. 
Personally, he might be more influenced by transillumination, but he 
thought Dr. Knight had taken the position of a conservative man. 
He thought no one would operate on transillumination alone without 
other symptoms. There were subjects in which there was very little 
reflection from either side. The illumination gotten in the lower por- 
tion of the face was of little importance; it was the lines about the 
upper part that were important. 
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In regard to Dr. Knight’s case, which, though cured, yet showed 
dark areas, he thought it was probable that dark reflections would 
appear for some time after operation. 

As to the question of operating on acute cases, he thought it was 
better not to operate. They would in all probability get well if 
carefully treated. Dr. Freudenthal’s reference to a man without an 
antrum reminded him of experiences in the dead house, where they 
found cases in which there was no antrum and some in which one 
antrum was larger than the other. He had operated on a case once 
in which there was no sinus. 

Dr. Curtis said, only the other day he had a case brought to his 
office supposed to be suffering from the internal dental nerve. The 
girl was suffering severely, but there was no evidence of the condi- 
tion existing. He punctured with the trocar through the inferior 
meatus and removed over a tablespoonful of pus. 

He thought that in some cases injection of the blood vessels and 
the amount of hemoglobin might obscure the diagnosis by trans- 
illumination. He thought it was quite proper to use the puncture. 

Dr. Myles said he was much interested in the paper. The value 
of transillumination was not hard to determine, but much depended 
upon the use of a lamp with a definite power. In regard to the 
similarity of size in the different sides, he had seen 150 acute and 
chronic cases and only in one had the transillumination mislead and 
that was in a case of thickened membrane. 

He had used the trocar for a long time, but recently had been 
able to enter through the natural opening and hence had not used it. 

Dr. Gleitsmann said he differed somewhat as to the use of the ex- 
ploratory puncture. He thought it was valuable when it was not 
possible to enter through the natural opening. Combining with it 
the injection of antiseptics and drawing off the pus, if there was any 
present, was a valuable procedure. ee care there need be but a 
minimum risk of infection. 

Dr. Newcomb thought Dr. Myles’ sah as to the intensity of light 
was very important. It was necessary also to try transillumination 
in a room that was absolutely dark. In regard to the area of illumi- 
nation he would suggest the use of the nasal speculum and notice the 
inner nasal illumination. It was quite true that the shadow lines 
would persist for a long time, and as suggested, it was probably due 
to thickened membrane. In all probability it was similar to thick- 
ened pleura in a child, which was generally altered and more or less 
damaged for a long time. 

Dr. Mayer said that puncture 6ne and one-half inches from the an- 
terior nares would find the antrum and get whatever fluid was 
present. He had been much annoyed by the return of the water, 
getting on face, etc., but he had obviated this by using an ordinary 
syringe, used antitoxin serum. It had been of great convenience 
and benefit to him. 

Dr. Knight said, in regard to exploratory puncture, he was willing 
to modify his position so as to admit of its use as a last resort. 
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I. NOSE. 


Hay Fever, «June or Rose Cold” —Anpers— Med. World, Vol. 
xvi, No. 6. 


This nasomotor disturbance is described in this article as a ca- 
tarrhal inflammation of the upper air passages, occurring during 
the summer months, and is associated with asthmatic dyspnea. 

Surgical treatment to pathological changes in the nasal cavities 
is recommended. Douching with a weak quinine solution together 
with the internal administration of the drug and Fowler’s solution, 
is said to have acted beneficially. Repeated small doses of chloral 
(2% grains) is also serviceable. Anders has good results from the 
use of atropin in small doses. He gives !/ of a grain every hour, 
or !/3 of a grain every half-hour, during the first few days. 

LEDERMAN. 


Modern Pathology and Therapy of Acute Rhinitis—A. R. SoLen- 
BERGER—/our. Am. Med. Assn., Feb. 26, 1898. 


The writer observes that if the constitutional condition of the 
individual is such as to render him free from the predisposition, he 
will never suffer from coryza, hence our therapeutic measures 
should be directed toward any cause that is found disturbing the 
physiologic equilibrium, or disintegrating the tissues. While ope- 
rative treatment is approved of for the correction of nasal stenosis, 
sinus disease, etc., much more stress is laid upon the importance 
of systemic treatment. Pyncuon. (BisHop.) 


The Importance of Examining the Nose in Troublesome Coughs— 
A. C. PALMER—Southern Med. Record, May, 1898. 


Dr. Palmer states that anatomical investigations have shown 
that the anterior region of the nasal cavity has a nervous connec- 
tion with the larynx, first, through the nasal nerves, then the oph- 
thalmic, through the Casserian ganglion to the sympathetic, through 
this nerve to the laryngeal and then to the superior laryngeal and 
its terminal filaments. 

On this account many nasal disorders are associated with dis- 
tinct laryngeal disturbances. These laryngeal coughs, due to nasal 
irritation, are of a distinctly harsh, irritating nature with scanty 
secretion. Two clinical cases illustrate the value of nasal treat- 
ment in laryngeal cough. SCHEPPEGRELL. 
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An Etiologic Study of Atrophic Disease of the Upper Air Passa- 
ges, Based upon an Examination of Two Hundred Cases— 
J. L. Goopate—/Jour. Am. Med. Assn., Feb. 26, 1898. 


While atrophic rhinitis is more than twice as common in females 
as in males, pure pharyngeal atrophy occurs with nearly equal fre- 
quency in both sexes, and, while the former appears most often 
between the ages. of five and fifteen, the latter is met with only in 
adult life. Accompanying conditions of hypertrophy, or of 
lymphoid-tissue enlargement, were frequently met with, but the 
writer does not regard them as being causative of the atrophy, 
though, in his selection of cases for consideration, he purposely 
omits those common cases which would tend to controvert such 
theory, viz., cases wherein pressure has evidently been the original 
cause of the atrophy. PyncHon. (BitsHop. ) 


The Abuse. of the Nasal Douche—Licuiwitrz—Medical Press and 
Circular, Feb. 9, 1898. 


Dr. Lichtwitz states that in most cases nasal hypersecretion is 
due to other causes than inflammation of the nasal and retro-nasal 
mucous membrane, to sinusitis deviation of the septum, new 
growths in the nasal cavity, etc. Nevertheless, it is still a com- 
mon practice to resort to the nasal douche. In the majority of 
cases it is of no service, and it may seriously injure the epithelium 
of the nasal mucous membrane. The author has seen cases in 
which the power of smell was lost in this way, and experiments 
have shown that no active antiseptic solution is free from danger 
to the sense of smell. 

The nasal douche is frequently the cause of distressing head- 
aches, which may probably be accounted for by the fluid passing 
into the sinuses. One of the gravest dangers of the douche is that 
water may reach the middle ear through the Eustachian tube and 
cause suppurative otitis media. SCHEPPEGRELL. 


On Nasal Reflexes—A. C. H. Amsterdam —/our. Laryn. 
Rhin. and Otol., February, 1898. 


A man of sixty had not swallowed anything but fluids for more 
than a year. There was nothing abnormal in the pharynx, larynx, 
or lungs. The esophageal probe passed easily. In the right nos- 
tril a large spina septi, which was nearly embedded in the inferior 
turbinate, was seen. After cocainization, the swallowing was 
much easier. The spur was removed by means of the saw, and 
the difficulty in swallowing disappeared. Another instance of the 
same symptom in a female, due to a nasal septal spur, was reported. 

LEDERMAN. 


Epileptoid Seizures, Apparently Due to Nasal Obstruction—E. H. 
Root—New York Med. Jour., May 21, 1898. 
Dr. Root reports a case of a woman, of twenty-five years, who 
suffered from epileptoid attacks, which did not recur after the re- 
moval of synechia of both nostrils. SCHEPPEGRELL. 
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A Case of Reflex Aphonia, of Nasal Origin, in Hysteria—Crou- 
ZILLAC, Toulouse—/our. Laryn. Rhin. and Otol., March, 1898. 

This affection occurred in a hysterical patient. The larynx was 

anemic, otherwise normal. In the right nostril on the posterior 

end of the inferior turbinate, there was a broad sessile tumor. On 

pressure with a probe the voice became clearer, and after cocaine 

was applied, it was quite clear. The growth was destroyed with 

the cautery, and a lasting return of the voice resulted. 

LEDERMAN. 


Leeches in Coryza—D’AQuiro1—Am. Med. Surg. Bulletin, Vol. xi, 
No. 12. 


Dr. D’Aquitol recommends the application of leeches in acute 
coryza, to the lower border of the nasal septum. (Danger of in- 
fection must be considered.—M. D. L. ) LEDERMAN. 


Il. MOUTH AND NASO-PHARYNX. 


Observations on Some Pathologic Conditions of the Naso- 
Pharynx—Enmma E. Munson—/our. Am. Med. Assn., Mar. 5,'98. 


The writer reports several cases wherein hypertrophied lymphoid 
tissue in the vault of the pharynx was observed in patients ranging 
in age from fifteen to forty years. In size the growth was generally 
small, and in appearance often smooth, and was, in some cases, 
attached by synechiz to the Eustachian prominence. Surgical re- 
moval was followed by relief of all symptoms traceable thereto, ex- 
cept deafness. Post-nasal discharges, purulent rhinitis, recurrent 
coryza and pharyngitis were most often relieved. Vocal resonance 
was also improved, and the upper register of the singing voice 
elevated two or three notes. The ear cases required special after 
treatment. Attention is also called to the uric acid factor in the 
causation of naso-pharyngitis and chronic middle-ear catarrh, and 
to the importance of administering anti-lithemic remedies. 

Pyncuon. (Bisuop.) 


Complete Congenital Occlusion of the Posterior Nares—J. P. 
CiarkK—Am. Med. Surg. Bulletin, Vol. xii, No. 12. 


Bony occlusion in a patient eighteen years of age, with usual 
symptoms. Obstruction removed with drill. No tubes worn. No 
sense of smell. Headaches somewhat lessened. LEDERMAN. 


Angina Pectoris Following Inflammation of the Tonsils—Z11- 
GIEN— Southern Cal. Practitioner, May, 1898. 

Dr. Zilgien records four cases of angina pectoris of several 
years’ duration, which followed attacks of follicular tonsillitis. He 
believes the heart affection to be due to neuralgia of the cardiac 
plexus, resulting from the absorption of toxic materials eliminated 
by the diseased tonsils, SCHEPPEGRELL. 
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Pneumococci on the Healthy Tonsil—-M. M. Brzancon anp 
Grivon—Maryland Med. Jour., Vol. xxxix, No. 7. 


. After considerable bacteriological investigation, M. M. Bezancon 
and Gridon, of Paris, announce that this organism is almost invaria- 
bly present in the tonsil, without the presence of pneumonia, and 
they believe that this germ may be the cause of a variety of diseases. 

LEDERMAN. 


Four Cases of Extragenital Chancre—B1Loom—wMedical News, 
March 19, 1898. 


In the first case reported by Dr. Bloom there was a small ulcer- 
ated patch on the upper surface of the tongue, one-half inch from 
the tip and a little to the right of the median line. It had first 
been observed two days previous. 

In the second case, the chancre existed on the median line of the 
upper lip, from which the induration was fast disappearing. It 
had been present for about two months. SCHEPPEGRELL. 


Ill. ACCESSORY SINUSES. 
Empyema of the Frontal Sinus—Bartu—Proceedings Ger. Soc. 
Surg., April 13, 1898. 

Dr. Barth describes his method of operating, in which he tre- 
phines the antrum and enlarges the opening towards the nose, and 
then closes the outside wound. He claims good results both cos- 
metically and in regard to the ultimate cure of the diseased pro- 
cess. He reports in detail a case operated in this way, in which a 
cure resulted in fourteen days. SCHEPPEGRELL. 


Surgical Treatment of the Sinuses Accessory to the Nose—L. J. 
Hammonno—Piiladelphia Polyclinic, Vol. vii, No. 24. 


In point of frequency of involvement the writer believes that the 
anterior ethmoidal region comes first, then the sphenoidal, frontal, 
and lastly the maxillary. Interference with the sense of smell, 
he thinks, points to an involvement of the anterior ethmoidal 
cells on account of the anatomical relation of the olfactory 
bulbs. He recommends radical surgical treatment in the form 
of a notched-shaped curette to be followed by douching the nasal 
cavities with a boric acid solution twice in twenty-four hours. 
If the discharge continues, some diseased tissue has been left be- 
hind and must be removed. He mentions two forms of atrophy 
that demand surgical treatment. LEDERMAN. 


. Right Maxillary Empyema Operated Through the Canine Fossa— 


Castex—La France Med., Feb. 5, 1898. 


Dr. Castex reports the case of a patient who suffered from acute 
empyema of the right maxillary sinus with considerable swelling 


_ of the cheek and of the right eyelid. The sinus was opened through 


the canine fossa and drained through.the middle meatus, according 
to the method of Luc, resulting in complete recovery. 
SCHEPPEGRELL. 
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IV. LARYNX AND TRACHEA. 


Early Diagnosis of a Case of Cancer of the Larynx—C.ark anp 
Harrincron—BSoston Med. and Surg. Journ., February, 1898. ' 
Drs. Clark and Harrington state that slight continued huskiness 
or hoarseness in a patient beyond middle life is a suggestive symp- 
tom. If due to a growth in the larynx it will, probably, be found 
to be malignant. The dyspnoea and dysphagia will depend upon 
the location of the tumor, There is nothing characteristic in the 
early stages of laryngeal carcinoma, and a negative microscopic ex- 
amination should not be too much relied upon. Prognosis without 
operation is fatal within two or three years. Prognosis after treat- 
ment depends largely upon the time when the operation is done— 
the smaller the growth the less radical the operation required, and 
the greater the probability of success. 

Czwielitzer (Beitrage zur Klin. Chir., 1896), in analyzing his 
cases states that the proportion of partial resection is larger, show- 
ing that the operation is done earlier than formerly, there being a 
falling off in total extirpations, owing to the fatal results of this 
operation. Of thirteen cases reported by this author nine were 
partial, two of half the larynx, and two total. Five cases, all of 
partial resection, were living at the time of this report, being six 
weeks, one and a half, five and eight and one-half years, respect- 
ively, since operation. 

Most writers have little faith in the intralaryngeal removal of 
these growths. Frankel, however, is a staunch and able supporter 
of this method, and he reports nine cases operated on by himself 
with five cures. Of twenty-two cases collated by Hansberg and 
Sendziak there were twelve cures. SCHEPPEGRELL. 


Plugging of Trachea by Caseous Gland—Gerorce F. Lonc- 
BoTHAM— Zhe Lancet, March 1g, 1898. 


A boy, aged eight, was admitted to hospital in a semi-conscious, 
cyanosed condition, evidently suffering from some obstruction to 
his respiration. There was no history of foreign body getting into 
the air passages. Chloroform was administered, giving some re- 
lief. Intubation with a catheter did not benefit the symptoms, but 
evidently indicated some obstruction a considerable way down the 
windpipe. Tracheotomy was then performed, but before its com- 
pletion the child had ceased breathing. Aspiration with a long 
india-rubber tube was then tried, but yielded no good result. A 
long tube was then passed down for the purpose of irritating the 
mucous membrane of the trachea and bronchi, whereupon the 
child gave a deep inspiration, and again ceased breathing. The 
heart beats were now becoming smaller and much more rapid, but 
artificial respiration, the galvanic battery, and this catheterization 
were nevertheless continued. Suddenly some cheesy-looking mat- 
ter, about half the size of a hazel nut, was coughed up, after 
which the child began to breathe freely, and made an uninterrupted 
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recovery, although no more than one subsequent occasion a little 
of this cheesy matter was coughed up. This cheesy matter proved 
to be part of a caseous bronchial gland, which had evidently ul- 
cerated its way into the trachea, about the bifurcation. 

Sr. THomson. 


A Teasel Burr in the Larynx—Smirn—Am. Wed. Surg. Bulletin, 
Vol. xii, No. 4. 


The foreign body was discovered in a young man, eighteen years 
old, who was unable to speak. While laughing a friend had blown 
the object into his mouth. On laryngoscopic examination the burr 
was seen imbedded in the anterior commissure immobilizing the 
vocal cords, which were much swollen and infiltrated. Under co- 
caine, the foreign substance was removed by means of a Schreetter 
tube forceps. It took three weeks before speech returned. 

LEDERMAN. 


Foreign Body in the Air Passages—E. Pryrissac—Rerue Hebd. de 
Laryng., etc., January, 1898. 
Dr. E. Peyrissac reports a case in which intra-tracheal injection 
of cold water resulted in the removal of a foreign body without re- 
sorting to tracheotomy. SCHEPPEGRELL. 


Two Cases of Foreign Bodies in the Air Passages—A. E. Wicc 
Australasian Med, Gaz., Vol. xvii, No. 4, April, 1898. 

Case I. Foreign body in trachea. Boy aged four years. While 
eating was suddenly seized with choking. Seen three hours later 
the child was gasping for breath. There was marked indrawing of 
the ribs and sternum with inspiration, but expiration not so diffi- 
cult. There was great cyanosis and semiconsciousness, the ex- 
tremities cold and clammy and the heart’s action rapid and feeble. 
Chloroform was administered in small quantity and tracheotomy 
rapidly performed. On dilating the opening, a foreign body was 
seen protruding downward between the vocal cords. It was re- 
moved with forceps and proved to be a piece of sheep’s rib, tri- 
angular in shape, and about three-quarters of an inch in length. 

Wigg retained the tube thirty-six hours, as on account of the in- 
jury to the larynx he feared cedema. He describes his method of 
performing tracheotomy rapidly. 

Case II. Foreign body in small bronchus. Woman, aged 
thirty, weak from attack of quinsy. During extraction of a tooth 
under ether anesthesia, the operator missed the tooth, which with 
a snap disappeared from the forceps and could not be found. Pa- 
tient subsequently complained of pain at lower end of sternum and 
of constant coughing. No physical signs detected of presence of 
foreign body and Roentgen.ray negative. A week after dental op- 
eration, slight dullness at right base at back. Tracheotomy was 
done, patient inverted, a probe passed through the wound down 
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the bronchial tube, but nothing was felt. Operation relieved cough. 
After expectoration of large quantities of offensive pus for eight 
days patient died of exhaustion. 

At the autopsy, a large empty empyema was found on right side, 
communicating through small abscess with a bronchus. A decayed 
bicuspid tooth was found near the abscess, tightly impacted in one 
of the smaller bronchi. 

Wigg thinks it difficult to avoid the possibility of such an acci- 
dent during dental extraction, but hopes dentists will be impressed 
by his record of the necessity of exercising every possible precaution 
against similar accidents. Eaton. 


Extirpation of the Larynx and (CEsophagus—Garrt—Miinch. 
Med. Woch., May 3, 1898. 


Reports three noteworthy cases. Case 1 occurred in a man, 
aged forty-three. The whole larynx was extirpated for malignant 
disease. The trachea was divided through the first ring, and the 
larynx was separated from the esophagus. The esophageal wall 
was left up to the arytenoid cartilages. The hyo-thyroid mem- 
brane was divided through, the epiglottis being taken away. The 
patient made a good recovery, and was free from recurrence two 
years later. Case 11 was that of a woman, aged forty-nine. Here 
the larynx and a large piece of the cesophagus were removed. The 
carcinoma started in the gullet and spread into the larynx. The 
diagnosis was only made possible by a laryngofissure. The patient 
was free from recurrence four months afterward. Garré referring 
to the statistics of laryngectomy, says that the improved technique 
has considerably reduced the death rate. Death has usually re- 
sulted from broncho-pneumonia. This is to be avoided by a care- 
ful protection of the trachea and the shutting off of the lumen from 
possible contamination by secretions. This can be effected by 
Trendelenburg’s tampon cannula or by Hahn’s cannula surrounded 
by a sponge. Prevention of the broncho-pneumonia is also as- 
sisted by the closure of the pharynx by suture or a plastic opera- 
tion. The position of the patient is most important—a_ horizontal 
position with inclination of the head backward allows of the secre- 
tions draining away from the trachea. By attention to these points, 
the mortality has fallen to 20 per cent. The author appears to think 
that a splitting open of the larynx is often necessary to the correct 
and early diagnosis of carcinoma laryngis. Finnally, Garré re- 
lates a third case with resection of five cm. of the cesophagus and 
excision of the larynx and upper five rings of the trachea. He 
closed in the great defect in the esophagus by means of healthy 
mucous membrane dissected off the trachea. Somewhat curiously, 
this mucous membrane did not prove sensitive to the contact of 
food. When a total transverse division of the cesophagus has to 
be made, the plastic operation becomes more difficult, and various 
devices have been had recourse to. Garré’s patient recovered well 
from the operation, but unfortunately an early recurrence took 
place in the glands. Sr. CLair THOMSON. 
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Vv. EAR. 


The Influence of Diseases of the Nares and Pharynx on Aural 
Affections—L. S. Somers—Univ. Med. Mag., Vol. ix, No. 11. 

In considering the predominating influence nasal and pharyngeal 
disease exerts upon middle-ear affections, the author bases the 
following conclusions upon a study of 600 cases of middle-ear in- 
volvement: 

1. Sclerosis of the middle ear is usually the result of previous 
nasal or pharyngeal disease. | 

2. Otitis media suppurativa is a common and frequent result of 
acute or chronic naso-pharyngeal disease. 

3. Fully seventy-five per cent of all forms of middle-ear disease 
will show, on examination, or give a history of naso-pharyngeal 
disease. 

4. Sixty-four per cent of tympanic affections are coincident with 
pathological changes, either in the nares or pharynx, or both. 

5. Sclerotic or atrophic changes of the naso-pharynx are of 
little consequence in the production of deafness as compared with 
chronic hypertrophy or any ener change producing congestion of 
the nose or throat. 

6. Of nasal affections, Aienanivcniy of the turbinals is the most 
potent factor in the production of aural disease. Deviated septum 
and exostoses influence the tympanic cavity by producing changes 
in the atmospheric pressure. 

7. Aural affections are more frequent in hypertrophies of the 
post-nasal space or naso-pharynx than in either pure nasal or 
pharyngeal disease. 

8. The effects of passing disease of the nares or pharynx in the 
production of middle-ear disease are of much importance. 

g. General diseases, suchas measles, with local naso-pharyngeal 
manifestations, exert a marked causal influence in the production 
of middle-ear disease. 

10. Toa great extent the successful issue of aural disease de- 
pends upon naso-pharyngeal disease. LEDERMAN. 


Paracentesis of the Drum Membrane in Middle-Ear Disease—Sr. 
Joun Roosa—AMedical Record, April g, 1898. 

Dr. St. John Roosa advocates conservatism in the matter of para- 
centesis in acute middle-ear disease. This is properly and safely 
undertaken only where there is a bulging membrane, and when the 
use of leaches and hot water have failed to give relief. The trau- 
matism of a free paracentesis in a subacute case is grave, and un- 
necessary paracentesis in an acutely inflamed membrane is a more 
serious procedure than simply opening into the mastoid cells. 

SCHEPPEGRELL. 


Three Cases of Suppurative Otitis Media—Hiram Woops—/ouwr. 
Am. Med. Assn., March 19, 1898. 


The writer reports three cases of mastoid disease wherein the 
discharge was slight, and the indications for operation not pro- 
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nounced. The operation in two cases gave favorable results, while 
in the third, a temporary recovery at least followed curetting aural 
polypi, though, in this case, as a radical operation was not per- 
mitted, the writer anticipates a recurrance of acute symptoms. 
Pyncuon. (Bisnop.) 
A Case of Scarlet Fever Complicated with Acute Suppurative 
Otitis Media and Acute Hemorrhagic Septicemia Treated by 


Antistreptococci Serum; Recovery—Haroiv Low—ZLancet, 
March 19, 1898. 


A girl, aged six, was seized with scarlatina. On the fourth day 
of the rash, pain in the left ear was complained of, and the next 
day there was some discharge from the ear. Three days afterward 
the mastoid antrum was opened by Mr. Ballance in the usual way, 
and pus welled out at the first touch of the gouge. The tympanic 
cavity itself was carefully avoided. A drainage tube was inserted, 
and the wound was closed. The temperature fell one degree, but 
two days afterward the child vomited, and was lethargic and 
drowsy. Four days after the opening of the antrum Mr. Ballance 
saw the patient, and agreed that her condition was due to general 
septicemic infection, and not to localized intracranial inflammation. 
Treatment by antistreptococci serum was therefore instituted. Al- 
though in a very grave condition at one time, the patient recov- 
ered. Convalescence was interrupted by an attack of purpura. 
The discharge from both ears ceased. [No report of condition of 
membrane. ] 

Both cultures of the patient’s blood showed the presence of vir- 
ulent streptococci. 

The following remarks are added by Mr. Ballance: ‘‘This case 
shows what can be done by perseverance and unremitting atten- 
tion. The opening of the mastoid antrum was undertaken with the 
view not only of relieving pain, and of giving unhindered exit to 
pent-up pus, but also in the hope of saving the delicate structures 
of the tympanum from complete destruction. On May 23 the child's 
condition was exceedingly grave. The absence of paresis, optic 
neuritis and cerebral vomiting, negatived the presence of localized 
or diffused intracranial inflammation. Moreover, the general septic 
condition did not seem to depend on infection from the temporal 
bone, which a suitably planned operation on the lateral sinus and 
jugular vein might arrest. The high fever, rapid pulse, rapid 
respiration, jaundice, drowsiness, incontinence of urine, distension 
of the abdomen, fcetid diarrhoea and later the hemorrhages, made 
for the diagnosis of general acute scarlatinal septicemia. The child 
would certainly have died if antistreptococci serum had not been 
employed, and the injections continued even when life was ebbing 
away. The serum steadied the temperature, improved the pulse 
and respiration, cleared the mind, moistened the tongue and post- 
poned the fatal issue of the acute stage of the illness which was 
imminent. In acute septic infection every effort should be made 
to tide over the acute stage, for the prognosis of chronic septicemia 


eas 


ABSTRACTS AND BIBLIOGRAPHY. 135 


and pyemia is good. The hemorrhages had nothing to do with the 
serum treatment, but were due to blood changes arising out of the 
acute septic process. The hemorrhagic condition was treated by 
chloride of calcium, and with fresh milk and fruit ; in fact, in the 
manner which yields the best results in scurvy and scurvy rickets.” 
Sr. CLaik THoMson. 


Two Cases of Mastoiditis, with Abscess of the Neck—J. H. 
Bryan—/Journ. Am. Med. Assn., March 5, 1898. 


Dr. J. H. Bryan, Washington, D. C., reports two cases of acute 
suppurative mastoiditis, complicated with abscesses of the neck. 
Both had been treated with poultices and Politzer’s air bag. 
Thorough opening for the liberation of pus and the removal of ne- 
crosed bone, followed by iodoform gauze packing, resulted in a cure 
in both cases, but with marked loss of hearing. 

Ewinc. (BisuHop. ) 


Radical Operation of the Mastoid—A. Barkan——Pacific Record of 
Med. and Surg., Vol. xii, No. 10, May, 1898. 


The most interesting feature of Barkan’s paper is the comparison 
instituted by one practically familiar with the classic method of 
Schwartze through operative experiences personally in the clinic 
at Halle, with that of Macewen as studied in Glasgow under its 
originator. 

The correctness of Macewen’s anatomical landmarks are affirmed 
as the result of twenty odd subjects operated upon after his method 
by Barkan, who is as confident that the use of the chisel and mal- 
let will be given up for the use of the burr, as he is that the supra- 
meatal triangle is one of the landmarks of the temporal bone. 

In the performance of Stacke’s radical operation by means of the 
burr, Barkan has found that ‘‘when we come down too near the 
extremity of this bony wedge (between the antrum and tympanum, 
Ed.) where the fallopian canal and the semi-circular canal lie in 
close proximity, I have found that the insertion of the ordinary 
strabismus hook between the bony wedge and the neighboring near 
wall of the tympanum offers a perfect protection against the acci- 
dental lesion of either the facial or the semi-circular canal; the 
strabismus hook is pressed forward by the assistant and the burr 
made to work against it.” 

The paper also presents useful historical data. Eaton. 


Extradural Cerebral Abscess of Aural Origin with Thrombosis of 
the Lateral Sinus, in which the Sinus was not Opened ; 
Operation ; Bronner—ZLancet, April 2, ’98. 

When seen the patient was partially comatose. The neck was 
slightly stiff on the affected side. The temperature was 101°F., and 
the pulse was 65. The optic discs were congested. The mastoid 
antrum was opened and was found to be only slightly diseased. 

The attic, however, was full of granulation and fetid pus. The 

basilar groove was laid open with the chisel, and a fair quantity of 
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pus escaped. This, however, was not very offensive. The dura 
mater was grey and thickened. The lateral sinus was hard and 
evidently thrombosed. As there were no urgent symptoms and the 
thrombus was possibly non-septic, it was not punctured or opened. 
On the third day the pulse and temperature were nearly normal, 
and on the fifth day the outer wound was closed and the parts 
dressed through the external meatus. The patient made an unin- 
terrupted recovery. 

The case seems to be interesting from several points of view. 
The gravity of the symptoms pointed to some serious intracranial 
lesion, apparently to cerebral abscess. There can be no doubt that 
there was thrombosis of the lateral sinus, and during the operation 
the question naturally arose whether one should explore and if 
necessary open up the sinus. It is customary to explore the sinus 
whenever it has been exposed, but this procedure seems to be con- 
trary to the elementary rules of surgery. No surgeon would think 
lightly of exploring a vein which was surrounded by septic ma- 
terial in any other part of the body. It certainly is a remarkable 
fact that the healthy lateral sinus is so frequently opened in these 
cases and without many fatal or even bad results. It was impos- 
sible in this case to know if the thrombus was septic or not, and he, 
therefore, abstained from exploring it. Had he known it to be 
septic he would not have opened it up unless there had been any 
signs of septic poisoning or of pyemia. If any of these symptoms 
had been present he would have first tied the jugular vein and 
then removed the thrombus and the diseased walls of the sinus as 
far as possible. The outer wound was left open for several days, 
so that the parts and symptoms could be carefully watched, and so 
that any further operative interference could, if necessary, have 
been readily carried out. Sr. CLair THOMSON. 


VI. DIPHTHERIA, THYROID GLAND, CGESOPHAGUS, ETC. 
The Etiologic Significance of the Loeffler Bacillus—Czar_Lewski— 
Deutsche Med. Woch., Feb. 10, 1898. 


Dr. Czaplewski states that the clinical value of recognizing the 
diphtheria bacillus resides in the ability to diagnose many cases 
otherwise doubtful, these being brought to early and proper treat- 
ment and properly isolated. The discovery of the bacillus has also 
taught the profession and the laity the many ways in which diph- 
theria is carried about, as by means of handkerchiefs, etc., and it 
has rendered possible the production of an antitoxin, which has un- 
doubtedly made the prognosis of the disease much less grave. 

SCHEPPEGRELL. 


The Possibilities of Antitoxin in Diphtheria—S. T. Surrir—South- 
ern Med. Rec., April, 1898. 
Dr. S. T. Suttie gives a favorable report on the anti-diphtheritic 
serum, based on a study of the mortality rate at the Harper Hospi- 
tal, Michigan. SCHEPPEGRELL. 
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Antidiphtheritic Serum and Diphtheria Albuminurica—C. H. 
Spronck—Louisville Med. Monthly, June, 1898. 


Dr. C. H. Spronck offers the following conclusions from his ex- 
perimental study of the action of antidiphtheritic serum upon a pre- 
existing diphtheria albuminurica: 

1. A subcutaneous injection of 10 c. c. of antidiphteritic serum, 
or the serum of a non-immunized horse produces in a healthy rab- 
bit of from two to three kilos, a very slight albuminuria, which per- 
sists for twenty-four hours only, and results simply in the passage 
of a small quantity of serum albumin through the renal filters. 

2. The amount of this albumin is greater, and it persists longer 
following a diphtheritic albuminuria in the rabbit; also, if the rab- 
bit has just recovered from a simple albuminuria. 

3. The antidiphtheritic serum exercises no unfavorable action 
on such albuminuria, even when injected in large doses. 

4. On the contrary, this serum exercises a favorable action if it 
is injected from the start of a diphtheritic albuminuria, or during 
thirty-six to forty-eight hours after the onset of such a complica- 
tion. 

5. Finally the antidiphtheritic serum is incapable of promptly 
arresting a complicating albuminuria, yet it can materially modify 
its course for the better and diminish the itensity and duration of 


the process. SCHEPPEGRELL. 
Milk and Diphtheria—-Tavitor—Revue Hebd. de Laryng., etc., April 
30, 1898. 


At a recent meeting of the Board of Health of Philadelphia, the 
chief medical inspector, Dr. Taylor, stated that for the week there 
had been eighty-six cases of diphtheria in the city, causing twenty- 
two deaths. He added that the majority of these cases had been 
reported from Germantown (a suburb), and thought that the epi- 
demic was caused by infected milk. SCHEPPEGRELL. 


Extraction Through the Mouth of a Plate Lodged in the CEsoph- 
agus—Whuitre—Va. Med. Semi-Monthly, March 11, 1898. 

Dr. White reports the case of a patient who, two months pre- 
vious, had swallowed a plate bearing one center, upper and incisor 
tooth. The foreign body was lodged opposite the cricoid cartilage 
and the patient was unable to swallow anything but liquids. 
(Esophagotomy was refused on account of its attending danger, 
and probes were passed from day to day, until, after the fourth day, 
forceps were inserted beyond the plate and the latter turned par- 
tially around, though not extracted. On the seventh day the plate 
was removed by means of a bristle probang. 

The symptoms due to the long presence of the plate seemed to 
have been very slight and they gradually subsided after removal. 

SCHEPPEGRELL. 

(In the majority of cases, long retention of an angular foreign 
body in the csophagus is far more dangerous than a skillful 
cesophagotomy for its removal.—ScHEPPEGRELLI. ) 


. 
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Statistics on Hereditary Disturbances of the Speech Function— 
GutzMann—Medical Record, March 26, 1898. 


Some interesting statistics on heredity in disturbances of the 
speech function were recently furnished by Dr. Gutzmann to the 
Verein f. innere Medicin. "He examined in all 2,228 cases of func- 
tional and organic disturbances of speech. Of the deaf mutes 
there was in only 17 per cent of all the cases a history of heredity. 
Here, therefore, this factor plays a small role. Of the children of 
deaf-mute parents (both father and mother) 4.6 per cent were also 
deaf mutes, and in cases in which either the father or the mother 
was a deaf mute, but 6 per cent of the children were similarly 
afflicted. He also found very few children thus affected whose 
parents were blood related. 

The author adds that larger figures are found in America, where 
more than one-half of congenital deaf mutes show hereditary pre- 
disposition. Patients with functional disturbance of speech, that 
is, stammering and stuttering, present a much greater hereditary 
predisposition. SCHEPPEGRELL. 


Vil. INSTRUMENTS AND THERAPY. 


Berlin—Proceedings German Socicty of 
Surgery, April 13, 1898. 

Dr. Kelling exhibited an cesophagoscope and described it as con- 
sisting of a jointed metal tube covered with rubber. It is intro- 
duced curved and then by a mechanical arrangement straightened. 
The patient should be on his back with the head hanging over the 
table. The tube is illuminated by a small electric light attached 
to the outer end. SCHEPPEGRELL. 


Intubation with Improved Instruments—Max THorner—Cincin- 
nati Lancet-Clinic, February 19, 1898. 


The claim is made that these instruments simplify the opera- 
tion without in the least changing the method as devised by the 
late Joseph O’ Dwyer. 

A troublesome feature of the old instruments is that one needs two 
separate instruments for either introduction or extraction of the 
tube. The introducer is a very complicated instrument, and each 
of the six tubes requires an obturator of its own, which become 
sometimes very difficult to manage during the act of introduction, 
as everybody knows, who has had experience with them. Among 
the many modifications which have been made from time to time, 
the greatest advance was made in the instrument of Ferroud; but 
this is rather complicated, as it consists of seven distinct parts; yet 
it combines the introducer and extractor into ove instrument. On 
the principle of this instrument, an introductor and extractor com- 
bined has been constructed by a Chicago firm,! which surpasses all 
former attempts at simplifying these instruments. 


1 Frank & Kratzmueller, 56 Dearborn Street, Chicago, Ill. 


* 
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The instrument which serves as introducer and extractor (Fig. 1) 
has at its distal extremity two serrated beaks (a) about two inches 
long. They are opened by a pressure with the thumb on the upper 
portion of the lever (4), and are automatically held open by a 
ratched arrangement, while pressure with the index finger upon the 
lower end (4) of this ratched bar relieves it and closes the beaks. 
By firm pressure the beaks hold the tube smmovadly, so that it can- 
not slip off nor turn during an attempt at introduction or extraction. 

This whole instrument consists of only two parts, the handle with 
one beak and the lever and ratched arrangement with the other 


FRANK & KRATZNUELLER, 
= 


beak (4 and a), which two parts are readily taken apart by screw- 
ing the thumb screw (c) towards the right. This screw has the 
further advantage of being so fastened to the instrument that it 
cannot be removed from the shank of it by unscrewing it in either 
direction, and therefore cannot be lost at a time when such a loss 
would frequently cause a very disastrous delay. 

The tubes also have been slightly modified. While the general 
configuration of the tube is an exact reproduction of the original 
O’ Dwyer tube, the top of it has been slightly changed, in that the 
opening has received a funnel shape, slanting from the edges of the 
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rim of the tube toward the center. This facilitates the introduc- 
tion of the beaks greatly, when the tube is in the larynx, inasmuch 
as it allows the beaks to glide from any point of the rim almost 
automatically into the opening, and what this means can be appre- 
ciated by those who have had experience with the old extractor. 
Another change that the tubes have received is that the lower end 
has been cut off at an angle of about 45°, slanting from right to 
left. This facilitates the passage of the tube between the vocal 
cords, and at the same time will prevent injury to the tissues, as 
the knob of the obturator, which in the original tubes closes the 
opening of the tubes, is absent in these tubes. This absence of the 
obturator and its knob has the additional advantage that air passes 
through the tube along the side of and between the beaks of the 
introducer during and immediately after introduction, a fact which con- 
trasts with the absolute obstruction to breathing while the obtura- 
tor of the old instrument is in the tube. Therefore, with this 
instrument the operator need not be in such a hurry to introduce 
the tube and withdraw the obturator. 

Henrotin’s mouth-gag is furnished with this set of instruments 
which differs from the one usually found in the set of O’Dwyer’s 
instruments. It consists of a wedge-shaped mouth-piece, which is 
fastened to two steel rings by the aid of a curved bar (Fig. 3). In 
using it the assistant puts two fingers of his left hand through the 
rings, places the wedge-shaped mouth-piece, which is well covered 
with rubber tubing, between the left molars, and keeps the left 
hand firmly pressed against the cheek of the patient. In this man- 
ner he not only keeps the mouth opened, but also steadies the head 
of the patient at the same time. 

The old tubes can be used with this new introducer and extractor 
as well as the new tubes. A. A. (GOLDSTEIN. ) 


Formaldehyde in’ Hay Med. Summary, 
Vol. xx, No. 4. 

In this remedy the author has found an excellent adjuvant. He 
uses a one-half per cent solution of the commercial article as a 
spray, and directs the patient to inhale the fumes from a two per 
cent solution contained in a one-drachm vial. LEDERMAN. 


General and Local Anesthesia in Laryngology and Rhinology— 
Joseru S. Gipss.—/our. Am. Med. Assn., March 5, 1898. 


In the so-called major nasal operations ether anesthesia is ad- 
vised, with the patient in the Trendelenburg position. Local an- 
zesthesia i is preferable in all cases wherein it is efficient in control- 
ing pain. Prostration occurring while cocaine is being used should 
sometimes be attributed to shock rather than to toxemia. Eucaine 
does not cause either intoxication or a sensation of suffocation, both 
of which are frequently met with in the use of cocaine, hence 
eucaine is generally employed in nasal and faucial work, while in 
laryngeal work cocaine has been found more satisfactory. For 
adenoid operations either nitrous oxide or ether is to be preferred. 

PyncHon. (BisHop.) 


BOOK REVIEWS. 


Hay Fever and Its Successful Treatment. By W. C. HoLLopEeTER, 
A.M., M.D., Philadelphia. Small octavo, 137 pages, cloth and gilt. P. 
Blakiston’s Son & Co., publishers, 1898. Price, $1.00, net. 

The title of this volume carries with it the suggestion that a new system of 
treatment has been employed for the relief and cure of hay fever. Of course, 
at the present moment, where the question of treatment is of paramount im- 
portance, we are all eager for any new suggestions in the line of successful 
treatment, but a careful perusal of the book convinces us that the therapy 
here advocated is along the same lines heretofore frequently employed. 
Considerable stress is laid on the thorough antiseptic cleansing of the nasal 
areas involved in hay fever. We assert that a too vigorous mechanical inter- 
ference, necessarily accompanying such careful cleansing as advocated by 
the author, will frequently aggravate rather than relieve the sensitive mucous 
membrane. The etiology and pathology of hay fever are given detailed at- 


tention. A very exhaustive bibliography on the subject is the concluding 
chapter of the volume. 


Rhino-Otological Case Record. Arranged by Epwin hemi M.D., 
Chicago. Ciinic Publishing Co., Chicago, 1898. 

The author has chosen the small pamphlet form, assigning one pamphlet 
to each case, as the most convenient form of keeping a systematic record of 
cases. Each pamphlet contains ample space for recording every detail in 
otologic and rhino-laryngologic work. The arrangement of the pages is ex- 
cellent. The pamphlets, when filled, may be filed by the card-index system, 
thus affording a ready and handy reference. These pamphlets are inexpen- 
sive, when bought in quantity, and past experience with a system of this 
character privileges us to recommend it to our confreres. 


Ear Records. A method of recording ear cases, arranged by JoHn C. 
LESTER, M D. and Vincent GoMEz, M.D., New York. Published by J. W. 
and G. H. Hahn, 1898, New York. 

This is a substantial, cloth-bound volume of blanks for recording fifty 
cases, in large folio size, arranged in accordance with the system adopted by 
the New York Eye and Ear Infirmary. It offers aurists a ready and rapid 
means for accurate filing of the details of their cases. 


Hygiene des Ohres. By Dr. O. KORNER, Rostock, Germany. Small 
quarto, 36 pages. Published by J. F. Bergmann, Wiesbaden, 1898. Ameri- 
can agents, Lemcke & Buechner, New York. 

This is a small brochure, offering the usual practical suggestions for the 
care of the ear. The volume is of as much interest to the general practi- 
tioner, and even to the laity, as to the aurist. 


Die Haufigsten Ohren-krankheiten. (The most frequent diseases of 
the ear.) By Dr. ALFRED STEUER. Eleven plates, with descriptive text. 
C. G. Naumann, Leipzig, publisher, 1898. American agents, Lemcke & 
Buechner, New York 

In addition to the text, which considers in brief the diseases of the ear, a 
prime feature of this volume is a large series of colored plates, illustrating 
the more frequent pathological conditions met with. 

The plates are rather high- -colored, yet somewhat original in character. 
The text is in German. 


Ueber die Funktionelle Prufung des Menschlichen Gehororgans. 
By Dr. F. BEzoLip, Munich. Large octavo, 240 pages, two lithograph plates. 
Published by J. F. Bergmann, Wiesbaden. American agents, Lemcke & 
Buechner, New York. 

This is one of the most valuable of recent contributions to otological liter- 
ature. Many of the tests for determining the functional capacity of the ear 
have frequently been proven to be inaccurate and uncertain, and the work of 
so acceptable an authority as Bezold on this subject will be received with 
much favor. It is an exhaustive treatise, and will help to establish greater 
certainty in the comprehension of this subject. 
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Das Horvermogen der Taubstummen, mit besonderer Beriicksichti 
ung der Helmholtz’schen Theorie, des Sitzes der Erkrankung und des Taub. 
stummen-Unterrichts. By Dr. F. BEzo_D, Munich. Large octavo, 156 
pages. Published by J. F. Bergmann, Wiesbaden. American agents, Lemcke 
& Buechner, New York. 

Deafmutism is a subject which has been recently and frequently brought 
to the attention of the aurist, and the careful observations of the author will 
assist us to a more definite determination of the character of the deafmutism, 

_and in many instances, where prompt measures and training can be insti- 
tuted, the results have been quite satisfactory. 

The pathology of deafmutism is also given a careful consideration. 


Pocket Notes of the New British Pharmacopoeia, 1898. Bristol, 
England. Ferris & Company. 

This volume presents, in a convenient compass, the information respecting 
the principal alterations and additions of the new edition of the British 
Pharmacopeia, Complete lists of the articles omitted and the changes in 
nomenclature are also given. The adoption of a more uniform system of 
doses has necessitated many changes in the strength of the various prepara- 
tions, and these require careful notice. 


Atlas of Diseases of the Larynx. By Dr. L. GRUNWALD, Munich. 
Edited and translated from the German by CHARLES P. GRAYSON, M.D., 
Philadelphia. Forty-four chrome-lithograph plates and twenty-five text 
illustrations. Published by W. B. Saunders, Philadelphia. Cloth. Price, 
$2.50, net. 

This volume is one of a series of these excellent special atlases, translated 
from the German, thus presenting to English readers the opportunity of a 
thorough enjoyment of a valuable laryngeal atlas. The chrome-lithographic 
plates are the same as those of the original German edition. This atlas has 
been reviewed in extenso in a previous volume of THE LARYNGOSCOPE. 
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Transactions of the Section on Laryngology and Otology of the 
American Medical Association, 48th Annual Meeting, Philadelphia, June 
1897. Am. Med. Assn. Press, Chicago. 


Transactions of the Nineteenth Annual Meeting of the American 
Association, Washington, May, 1897. D. APPLETON & 
Co.; 


Sse Work on the Penetration of. Vaporized Medicaments 
into the Air Passages. By HOMER M. Tuomas, A.M., M.D., Chicago. 
Reprint, Jour. Am. Med. Assn., May 28, 1898. 


Serious Complications of Suppuration of the Middle Ear. By Max 
THORNER, A.M., M.D., Cincinnati. 


Three Years of Serum Therapy in Tuberculosis. By J. R. LEMEN, 
M.D., St. Louis. Reprint, WV. Y. Med. Jour., May 14, 1898. 


Either a Pocket Inhaler or a Middle-Ear Inflater. By Epwin Pyn- 
CHON, M.D., Chicago. Reprint, Med. Record, June 11, 1898. 


The Development and Care of the Singing Voice. By RicHMOND 
McKINNEy, M.D., Memphis, Tenn. 


Chronic Nasal Catarrh. By HEeNRy G. OHLS, M.D., Chicago. Reprint, 
Jour. Am. Med. Assn., June 18, 1898. 


Some Remarks on Nasal Surgery. By RICHARD MCKINNEY, M.D., 
Memphis, Tenn. Reprint, /emphis Med. Monthly, July, 1898. 
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SYR. HYPOPHOS. FELLOWS 


Contains the Essential Elements of the Animal Organization—Potash and Lime; 


The Oxidising Agents—Iron and Manganese; 


The Tonics—Quinine and Strychnine; 


And the Vitalizing Constituent—Phosphorus; the whole combined in the form of a 
Syrup with a Slightly Alkaline Reaction. : 


It Differs in its Effects from all Analogous Preparations; and it possesses the im- 


portant properties of being pleasant to the taste, easily borne by the stomach, 
and harmless under prolonged use. 


It has Gained a Wide Reputation, particularly in the treatment of Pulmonary 
Tuberculosis, Chronic Bronchitis, and other affections of the respiratory organs. 


It has also been employed with much success in various nervous and debilitating 
diseases. 


Its Curative Power is largely attributable to iis stimulant, tonic, and nutritive 
properties, by means of which the energy of the system is recruited. 

Its Action is Prompt; it stimulates the appetite and the digestion, it promotes 
assimilation, and it enters directly into the circulation with the food products. 

The prescribed dose produces a feeling of buoyancy, and removes depression and 
melancholy ; hence the preparation is of great value in the treatment of mental 
and nervous affections. From the fact, also, that it exerts a double tonic in- 


fluence, and induces a healthy flow of the secretions, its use is indicated in a 
wide range ot diseases. 


NOTICE—CAUTION. 


The success of Fellows’ Syrup of Hypophosphites has tempted certain persons to 
offer imitations of it for sale. Mr. Fellows, who has examined samples of several of 
these, finds that no two of them are identical, and that all of them differ from 
the original in composition, in freedom from acid reaction, in susceptibility to the 
effects of oxygen when exposed to light or heat, in the property of retaining 
the strychnine in solution, and in the medicinal effects. 

As these cheap and inefficient substitutes are frequently dispensed instead of 
the genuine preparation, physicians are earnestly requested, when prescribing the 
Syrup, to write ‘‘Syr. Hypophos. Fellows.” 

As a further precaution, it is advisable that the Syrup should be ordered in the 
original bottles ; the distinguishing marks which the bottles (and the wrappers sur- 


rounding them) bear, can then be examined, and the genuineness—or otherwise— 
of the contents thereby proved. 


Medical Letters may be addressed to: 
Mr. FELLOWS, 48 Vesey Street, New York. 


ESL ESL ESL SLE SUB SL ESL 


LARYNGOSCOPE. 


REASONS WHY YOU SHOULD SUBSCRIBE FOR IT: = 
BECAUSE—It is the only regular Monthly Journal published in America ex- 
clusively devoted to the diseases of the Nose, Throat and Ear. *& 


BECAUSE-—It is the Official Organ of three of our Representative Special 


BECAUSE—It is managed by a live editorial staff, and free from the influence 
of any clique, school or society. *& 


BECAUSE-—It contains more original matter than any journal published repre- 


BECAUSE—It always enjoys the contributions and endorsements of the best 
and ablest specialists in the profession. # 


BECAUSE—Its list of contributors contains more prominent names than that of 


BECAUSE—It will keep you informed of the progress of the world in this trio 


BECAUSE—Its popularity has been recognized abroad, and it is now being 
published simultaneously in America and Great Britain. # # 
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and Ear Diseases ° 
P. 0. BOX 787, ST. LOUIS, MO. 


Please enter my name as a subscriber for“THE LARYNGOSCOPE” 


: for one year from 1898. 
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